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Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Outstandingly Safe 
and Effective 


for the tense and 
nervous patient 


1 simple dosage schedule relieves anxiety 
dependably — without the unknown 
dangers of “new and different” drugs 


) does not produce ataxia, stimulate the 
appetite or alter sexual function 


9 no cumulative effects in long-term 
therapy 


does not produce depression, 
Parkinson-like symptoms, jaundice 
or agranulocytosis 


5 does not muddle the mind or affect 
normal behavior 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 


tablets; bottles of 50. Also as MEPROTABS*—400 mg. ie 
unmarked, coated tablets; and in sustained-release ® 
capsules as MEPROSPAN®.400 and MEPROSPAN®-200 l OW 
(containing respectively 400 mg. and 200 mg. meprobamate). nn 


*TRADE-MARK meprobamate (Wallace) 


WALLACE LABORATORIES / Cranbury, N. J. 


cm-4731 
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new 


Librium, in 100-mg ampuls, is now 
available for parenteral administra- 
tion. Librium Injectable provides 
prompt symptomatic relief of alco- 
holic agitation, delirium tremens, 
hallucinosis, schizophrenic motor 
excitement, agitated depression, 
paranoid reactions and drug with- 
drawal reactions. The parenteral 
route may be preferred for rapid 
control of acute anxiety, hyperac- 
tivity, hysteria, phobia and panic 
reactions, or other acute emotional 
disturbances where oral adminis- 
tration is impractical. 

Consult literature and dosage infor- 
mation, available on request, before 
prescribing. 
ROCHE 


for rapid control 
of acute emotional 
disturbances: 


LIBRIUM 


injectable 
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Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 
to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function; does not interfere with other drug therapies. 


Bibliography (11 clinical studies, 764 patients) : 


1. Alexander, L. (35 patients}: Chemotherapy of depression— 
Use of meprobomate combined with benactyzine (2-diethy! 
aminoethy! benzilate) hydrochloride. J.A.M.A. 166:1019, March 
i, 1958. 2. Batemon, J. C. and Cariton, H. N. (50 patients) 


Meprobomate and benactyzine hydrochloride (Deprol) as ad 
benactyzine + meprobamate junctive therapy for patients with odvanced cancer. Antibiotic 

Med. & Clin. Therapy 6.648, Nov. 1959. 3. Bell, J. L., Tauber, 

H., Son icy Ne lito, F (77 potients) Treatment of depres- 

ve states in office practice. Dis. Nerv. System 20.263, June 

ses e H 1959 4. “Breitn ner, C. (3) patients): On mental depressions 
Composition: Each tablet contains Dis. Norv. Syston 20:142, (Section Two), Mey 1959. Lond. 
1 mg. 2-diethylaminoethy] benzilate mon, M. E. (50 patients): Choosing the right drug for the 


ien ubmitt publication, 1960. 6. Clure, C. W., 


400 mg. meprobamate. fenton, 8 
Supplied: Bottles of 50 light-pink, 
scored tablets. 
Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may 
be gradually increased up to 

3 tablets q.i.d. 


92," WALLACE LABORATORIES 
4 Cranbury, N. J. 


Konefal, S. H., Henken, B. S., Wood, C. A. ond Ceresia, G. B. 
(128 patients}. Treatmert of depression— New technics ond 
therapy. Am. Pract. & Digest Treat. 10.1525, Sept. 1959 
nnington, V. M. (135 potients). Meprobamate-benactyzine 
in the treatment of chronic brain syndrome, schizo- 
Geriatrics Soc. 7.656, Aug. 1959. 
8. Rickels, K. and Ewing, J. H. (35 patients). Deprol in depres- 
sive conditions. Dis. Nerv. System 20.364, (Section One), Aug 
1959. 9. Ruchworger, A. (87 patients). Use of Deprol (mepro- 
bamate comt benactyzine hydrochloride} in the 
office treatm ression. M. Ann. District of Columbia 
28 438, Ave 1959, tel, E. (52 patients). Treatment of 
depression in the elderly with a meprobomate-benactyzine 
hydro oes ride combination (Deprol). Antibiotic Med. & Clin 
Therapy 7:28, Jon. 1960. 11. Splitter, S. R. (84 potients): The 
care of the anxious and the depressed. Submitted for pub- 
lication, 1959 
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There IS an answer... 
when COSTS are important! 


THE BROWN SCHOOLS for mentally retarded and emotionally disturbed 


persons from infancy to maturity* 


We *Older retarded persons (2] yrs. and over)—$230 monthly tuition; 
Retarded children (infancy to 21 yrs.) —$230 to $280 monthly tuition; 


Emotionally disturbed children and adolescents (8-18 yrs.) —$280 monthly tuition 
plus $100 per month individual therapy. 


Paul L. White, M. D., Medical and Psychiatric Director 
For a detailed catalogue describing The *i 
Brown Schools in both text and photo- 
Ne Lee D R 
rs. Nova Lee Dearing, Registrar 
Dept. C-O ¢ P.O. Box 4008 
Austin 51, Texas 


Austin and San Marcos, Texas * Founded in 1940 © Six separate resident centers 
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Manuscripts—The original manuscripts of papers read at the annual meetings of the Association 
should be deposited with the Secretary during the meetings, or sent to the New York office 
promptly afterwards. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the JOURNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at other 
meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the Editor, 
Dr. Clarence B. Farrar, 200 St. Clair Avenue, West, Toronto 7, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of the paper. They must be 
prepared in conformity with the general style of The American Journal of Psychiatry. Retain 
a carbon copy of manuscript and duplicates of tables, figures, etc., for use should the originals 
be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, others 
collaborating being shown in a footnote. 


Illustrations—Authors will be asked to meet printer's costs of reproducing illustrative material. 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wherever 
possible, drawings and charts should be made with India ink for photographic reproduction as 
zinc etchings. Photographs for halftone reproduction should be glossy prints. Illustrations should 
be as small as possible without sacrificing important detail. Redrawing or preparing illustrations 
to make them suitable for photographic reproduction will be charged to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $7.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed on separate sheets. Tables are much more expensive to set than text 
material and should be used only where necessary to «larify important points. Authors will be 
asked to defray cost of excessive tabular material. 

References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 

1. Vander Veer, A. H., and Reese, H. H.: Am. J. Psychiat., 95 : 271, Sept. 1938. 


2. Hess, W. R.: Diencephalon. New York : Grune & Stratton, 1954. 


AMERICAN JOURNAL OF PSYCHIATRY 
INFORMATION FOR CONTRIBUTORS 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

Articles appearing in this Journal do not necessarily reflect the official attitude of The American 
Psychiatric Association or of the Editorial Board. 

The subscription rates are $12.00 to the volume: Canadian subscriptions $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.50. Copyright 1961 by The American Psychiatric Association. 


can Psychiatric Association, 10 Allen St., P.O. Box 832, Hanover, N. H., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 


Editorial communications, books for review, and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 200 St. Clair Avenue, West, Toronto 7, Ontario, Canada. 


Second class postage paid at Hanover, New Hampshire. 


Office of Publication, 10 Allen St., P.O. Box 832, Hanover, N. H. 
Business communications, remittances and subscriptions should be addressed to The Ameri- 
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patient... 


the only sustained-release tranquilizer 
that does not cause autonomic side reactions 


® SAFE, CONTINUOUS RELIEF of anxiety and tension for 12 hours with 
just one capsule—without causing autonomic side reactions and without 
impairing mental acuity, motor control or normal behavior. 


* ECONOMICAL for the patient—daily cost is only a dime or so more than 
for barbiturates. 


Meprospan:400 


400 mg. meprobamate (Miltown®) sustained-release capsules 


Usual dosage: One capsule at breakfast lasts all day; one capsule with evening meal lasts all night. 


Available: Meprospan-400, each blue-topped capsule contains 400 mg. Miltown (meprobamate). Meprospan-200, 
each yellow-topped capsule contains 200 mg. Miltown (meprobamate). Both potencies in bottles of 30. 


(if) WALLACE LABORATORIES / Cranbury, N. J. 


CME-4232 
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Tri lafon relieves psychotic tensions 
--shortens hospital stay 
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ient management 


Schering ‘Cosphri 
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PARKINSON’S DISEASE 


postencephalitic — idiopathic — arteriosclerotic 


DRUG-INDUCED EXTRAPYRAMIDAL DISORDERS 


parkinsonism — dyskinesia — akathisia 


MUSCULAR SPASTICITY NOT RELATED TO PARKINSONISM 


ACTION Frequently diminshes akinesia, rigidity, and tremor 
with subsequent improvement in coordinated move- 
ment, gait, and posture. Masklike face disappears. 
Salivation and oily skin are decreased. Oculogyric 
crises are often lessened in intensity and frequency. 


SIDE EFFECTS Minimum (mainly dry mouth or blurred vision). 


DOSAGE Individual adjustment of dosage is necessary in all 
instances. Dose range extends from 2 mg. te 24 mg. 
daily, in divided doses. 


AVAILABLE Supplied as the hydrochloride salt, 2 mg. bisected tab- 
lets, bottles of 100 and 1000. 


Complete information furnished upon request. 


KNOLL PHARMACEUTICAL COMPANY 


(formerly Bilhuber-Knoll Corp.) 
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THIORIDAZINE HCI 


provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety 


and ‘screens out” 

certain side effects 

of tranquilizers, 

making it 

virtually free of: ATION 


DICE 
| M 
RASIA 


SENSITIVITY 


“The aim of current chemical, pharmacological, and clinical investigations of the phenothiazines 
is to find derivatives possessing potent and selective tranquilization with a minimum of toxic 
action....In agreement with the published results of other investigators, we believe that thiori- 
dazine [Mellaril] shows a greater specificity of tranquilizing action and freedom from serious toxic 
effects when compared with some of the other phenothiazines.”' 


In the Menopause: A series of 150 menopausal patients were observed during Thiorida- 
zine (Mellaril) therapy for two years. The author states “The results were extremely good in 
those patients whose chief complaint was that of insomnia, tension, nervousness and, in 
general, the large group of menopausal symptoms that are due to disturbances of the 
psyche. The sense of ‘well being’ afforded these patients definitely decreased the intensity 
of ‘hot flashes’ and night sweats....Eighty-five per cent of patients complaining of 
insomnia, nervousness and irritability received excellent relief.”? 


Mellaril is indicated for varying degrees of agitation, apprehension, and anxiety 
in both ambulatory and hospitalized patients. 


Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d.; Psychotic patients 
— 100 mg. t.i.d. Dosage must be individually adjusted until optimal’ response. Maximum 
recommended dosage: 800 mg. daily. Supply: Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 


1. David, N. A., Logan, N. D., and Porter, G. Pe Evaluation of Thioridazine Ceatert). a new 
henothiazine, in the hospitalized patient, A.M. & C.T. 7:364, June 1960. 2. Caldwell, W. G.: 
motional Disorders in the Menopause aan Treatment with Thioridazine, presented at 

Bahamas Conference on Internal Medicine, Nassau, Bahamas, April 30-May 6, 1961. 
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SAFER ELECTROSHOCK THERAPY 
ultra-short-acting 
skeletal muscle 


Succinylcholine Chloride 


90 Seconds After Injecti 180 Seconds After . 
phase ends. normal respiration returns 


(total time of shock procedure 
approximately 3 minutes average: 


1 Comments from the literature: 
la pl d method of choice.” 


relaxation Nerv. System 19:1 (Jan.) 1958. 


+... recommend its use. 


Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


rapid 


“,.. treatment of choice.” 
recove ry Michael, K. D., and Wunderman, D. C.: J. Nerv. & Ment. 
Dis. 126:535 (June) 1958. 
“,,. irrespective of age.” 
Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb.) 1955. 
Complete literature available upon request. 


‘Anectine’® brand Succinylcholine Chloride 
Injection: 20 mg. in each cc., multi-dose vials of 10 cc. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
XIV 
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Although depression cal hydrochloride: Tablets of 25 mg. < 
of problems tadiets 10 mg: for geriatric and 
practice, the classical sym | t use; also, ampuls for 
more is often masked by — containing 25 mg. in 2 cc. of solution 


IN DEPRESSION improved 
accessibility 


psychotherapy 


BRAND OF NIALAMIDE 
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IN BRIEF Niamid, brand of nialamide, is 1-(2-[benzylcarbamy]] 
ethyl) -2-isonicotinylbydrazine, a well tolerated antidepressant 
that may correct or relieve depression on once-a-day dosage. 
Indications: Depressive syndromes of varying degrees of severity 
may be responsive to Niamid including: involutional melan- 
cholia, postpartum depression, depressed phase of manic-depressive 
reaction, senile depression, reactive depression, schizophrenic 
reaction with depressive component, psychoneurotic depression. 
In neurotic or psychotic patients, Niamid may normalize or 
favorably modify aberrant or excessive reactions and symptoms 
of depression such as: phobias, guilt feelings, dejection, feeling 
of inadequacy, discouragement, worry, uneasiness, distrustful- 
ness, hypochondriacal and nihilistic ideas, difficulty in concentra- 
tion, insomnia, loss of energy or drive, indecision, hopelessness, 
helplessness, decreased functional activity, emotional and physi- 
cal fatigue, irritableness, inability to rest or relax, sadness, 
anorexia and weight loss, and withdrawal from society. In the 
withdrawn patient, Niamid may elevate the mood so that there 
is increased activity, increased awareness and interest in sur- 
roundings, and in- 


mouth, blurred vision, increased perspiration, constipation, mild 
skin rash, mild leukopenia, and epigastric distress may be obvi- 
ated or modified by reductions in dose. Effects due to monoamine 
oxidase inhibition persist for a substantial period following’ 
discontinuation of the drug. Precautions and Contraindications: 
Hepatic toxicity has not been reported in extensive clinical stud- 
ies. However, if previous or concurrent liver disease is suspected, 
the possibility of hepatic reactions and liver function studies 
should be considered. The suicidal patient is always in danger, 
and great care must be exercised to maintain aH security precau- 
tions. The apathetic patient may obtain sufficient energy to harm 
himself before his depression has been fully alleviated. Niamid 
may potentiate sedatives, narcotics, hypnotics, analgesics, muscle 
relaxants, sympathomimetic agents, thiazide compounds and 
stimulants, including alcohol. Caution should be exercised when 
rauwolfia compounds and Niamid are administered simultane- 
ously. Rare instances have been reported of reactions (including 
atropine-like effects, and muscular rigidity) occurring when 
imipramine was administered during or shortly after treatment 

with certain other 


creased participation 
in group activities. 
Appetite may be in- 
creased and there may 
be decreased fatigabil- 
ity. Lack of clinical 
response to other anti- 
depressant therapy 
does not preclude a 
favorable response to 
Niamid. Relief of de- 
pression may also be 
evidenced by elimina- 
tion or reduction of 
the need for somatic 
therapy, such as elec- 
troshock. patients 
suffering from depres- 
sion associated with 


provides: 


chronic illness, Niamid 
may improve mental 
reduce the 
impact of pain, de- 


outlook, 
function.” 
crease the amounts of 
narcotics or analgesics 
needed, and improve 
appetite and well- 
being. In patients 


particularly useful for depressed 
office patients because Niamid 


Remission of depression—smoothly, gradually, 
without “jarring.” Parker! reports that although 
Niamid is a slow-starting drug it produces a smoother 
effect than certain other antidepressants—those causing 
exaggerated CNS stimulant effects such as jitteriness, 
pressure of activity. “This is an advantage of nialamide 
[N1aMiD] because such side effects frighten depressed 
patients and retard their improvement.” 


Notably low incidence of serious complications or 
side effects. After laboratory tests of patients on 
Niamid therapy, Ayd et al.? found: “Thus, in contrast 
to other antidepressants, nialamide [N1AMID] has not 
caused anemia or any disturbance in renal or hepatic 


Convenience of once-a-day dosage. 


1. Parker, S.: Dis. Nerv. System 20:2, Dec., 1959. 
2. Ayd, F. J., Jr., et al.: Dis. Nerv. System 20 (Suppl.):34, Aug., 1959. 


drugs that inhibit 
monoamine oxidase. 
In Cardiology: The 
central effects of 
Niamid may encour- 
age hyperactivity and 
the patient should be 
closely observed for 
any such manifesta- 
tion. Orthostatic hypo- 
tension or hyperten- 
sive episodes occur in 
a few individuals and 
cardiac patients should 
be carefully selected 
and closely supervised. 
In Epilepsy: Although 
in some patients thera- 
peutic benefits have 
been achieved with 
Niamid, in others the 
disease has been ag- 
gravated. Care should 
be exercised in the 
concomitant use of 
imipramine, since 
such treatment with 


monoamine oxidase 


with angina pectoris, 

Niamid has been found to be a useful adjunct to management 
through reduction in frequency of attacks and pain. Dosage: 
Starting dosage is 75 to 100 mg. on a once-a-day or divided daily 
basis. This may subsequently be adjusted depending upon the 
tolerance and response. Responses to Niamid are not usually 
rapid, and revisions of dose should be withheld until at least 
a few days have elapsed at each level. Increments or decrements 
of 1242-25 mg. are generally sufficient. A daily dosage of 200 mg. 
is the maximum recommended for routine use. (As much as 
450 mg. daily has been used in some patients.) Side Effects: 
Niamid, in clinical use, has been characterized by a significant 
lack of toxicity. It is generally well tolerated. Nervousness, 
restlessness, insomnia, hypomania, or mania, sometimes occur. 
Occasional headache, weakness, lethargy, vertigo, dryness of the 


inhibitors has been 
reported to aggravate the grand mal seizures. In Tuberculosis: 
Existing data do not indicate whether resistance of M. tuber- 
cuiosis to isoniazid may be induced with Niamid therapy; never- 
theless, it should be withheld in the depressed patient with 
coexisting tuberculosis who may need isoniazid. As with all thera- 
peutic agents excreted in part via the kidney, due caution in 
adjusting dosage in patients with impaired renal function should 
be observed. Supplied: Niamid (Nialamide) Tablets, 
25 mg.: 100’s — pink, scored tablets; 100 mg.: 100’s — 
orange, scored tablets. 
More detailed professional information available on request. 
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for rapid sedation 
of short duration 


DURATION 


10 


for rapid sedation 
with prolonged effect 


DURATION 11 


SECONAL* SODIUM 


(secobarbital sodium, Lilly) 


when the patient 
must sleep 


Probably the most frequent type of insomnia is sleep- 
lessness caused not by physical discomfort but by 
mental unrest. Seconal Sodium is particularly useful 
in such cases. Sleep, once started, usually continues 
throughout the night. The patient awakens feeling re- 
freshed and free from aftereffects. 

Seconal Sodium, in adequate dosage, usually brings 
sleep within fifteen to twenty minutes. Rarely is more 
than 0.1 Gm. (1 1/2 grains) needed, and often 0.05 
Gm. (3/4 grain) is sufficient. 


TUINAL* 


(amobarbital sodium and secobarbital sodium, Lilly) 


when sleep 
must be sustained 


Occasionally, when the insomnia is of a more complex 
nature, the patient has difficulty in falling asleep and 
may also awaken in the early hours. This type of 
insomnia usually responds to Tuinal—a combination 
of rapid-acting Seconal Sodium and moderately long- 
acting Amytal® Sodium. 

Tuinal may be given in doses of 0.1 Gm. (1 1/2 
grains) for less severe cases. For more profound hyp- 
nosis of longer duration, the 0.2-Gm. (3-grain) Pul- 
vule® may be used. 


Amytal® Sodium (amobarbital sodium, Lilly) 
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JACKSON, FREUD AND SHERRINGTON ON THE 
RELATION OF BRAIN AND MIND 


RONALD W. ANGEL, M.D.* 


The first object of this paper is to show 
that John Hughlings Jackson, Sigmund 
Freud and Sir Charles Sherrington held re- 
markably similar views concerning the re- 
lation of cerebral and mental processes. The 
second object is to suggest that their views 
provide a sound rationale for current re- 
search on the neural basis of mind. 

It is noteworthy that these men, who were 
leaders in neurology, psychiatry and neuro- 
physiology, respectively, arrived at similar 
conclusions in regard to the brain-mind re- 
lation. Their reasoning is still cogent, and it 
deserves special interest in the present era 
of psychophysiology, psychopharmacology, 
psychosurgery and psychosomatic medicine. 

Despite the recent upsurge of these hy- 
brid specialties, the literature contains few 
explicit discussions of the brain-mind prob- 
lem. In writings on neurophysiology, the 
word “mind” is usually enclosed within 
apologetic quotation marks, and in writings 
on psychoanalysis, the word “brain” seldom 
occurs at all. If these disciplines can pro- 
gress without reference to the brain-mind 
problem, then why does it deserve serious 
attention ? 

One answer is that persons who study the 
brain or the mind are likely to make various 
assumptions concerning the relation be- 
tween the two. Even if these assumptions 
are purely implicit, they tend to influence 
thinking and research. It would seem ad- 
vantageous to make them explicit, if only 
in order to become aware of their defects 
and limitations. Jackson, Freud and Sher- 
rington took pains to express their assump- 
tions in clear, written statements. These 
writings form the basis of this paper. 


HUGHLINGS JACKSON AND THE 
DOCTRINE OF CONCOMITANCE 


Hughlings Jackson drew a clear distinc- 
tion between mental states, on the one hand, 
and nervous states on the other. In the class 
of mental states, he included perceptions, 
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thoughts, affects, wishes and so on. In the 
class of nervous states, he would include 
“the varying conditions of anatomical ar- 
rangements of nerve cells and fibers . . . the 
physics of the nervous system”(1). He ob- 
jected strongly to the prevalent confusion of 
psychology with the physiology of the nerv- 
ous system exemplified in such statements 
as that “ideas are formed in the cortical grey 
matter of the brain, and produce move- 
ments by acting on lower centers”(1). He 
warned against 


the fallacy that what are physical states in the 
lower centres fine away in psychical states in 
higher centres ; that, for example, vibrations of 
sensory nerves become sensations, or that 
somehow or another an idea produces a move- 
ment(2). 


Despite his warning, this fallacy appears 
repeatedly in present-day writings on psy- 
chiatry. For example, in one standard text 
we are told that severe anxiety may overflow 
into the muscular system where it produces 
tremor and restlessness(11). Jackson would 
have no patience with statements of that 
kind. 

Not only did he distinguish clearly be- 
tween nervous and mental states, but he 
denied any transition from one to the other 


(1): 


We cannot understand how any conceivable 
arrangement of any sort of matter can give us 
mental states of any kind . . . I do not concern 
myself with mental states at all, except in- 
directly in seeking their anatomical substrata. I 
do not trouble myself about the mode of con- 
nection between mind and matter. It is enough 
to assume a parallelism. That along with ex- 
citations or discharges of nervous arrange- 
ments in the cerebrum, mental states occur, I, 
of course, admit ; but how this is I do not in- 
quire ; indeed, so far as clinical medicine is 
concerned, I do not care. 


When Jackson stated that he was not con- 
cerned with the connection between mind 
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and matter, he may have seemed indifferent 
to the mind-body problem. On the contrary, 
he faced it direc ly and expressed his view- 
point unequivocally. He recognized two 
classes of events, the mental and the physi- 
cal, which are mutually exclusive. Mental 
states are connected in some way with their 
anatomical substrata, but he did not pre- 
sume to understand the mode of connection. 
As shown in the following quotation, he 
denied that the relation is causal(3) : 


Now, I speak of the relation of consciousness to 
mental states. The doctrine I hold is : first, that 
states of consciousness (or, synonymously, 
states of mind) are utterly different from 
nervous states; second, that the two things 
occur together—that for every mental state 
there is a correlative nervous state; third, 
that, although the two things may occur in 
parallelism, there is no interference of one with 
the other. This may be called the doctrine of 
Concomitance. 


Jackson’s doctrine of concomitance had 
a strong influence upon those who followed 
him, including Sigmund Freud. 


THE VIEWS OF SIGMUND FREUD 


Following Jackson, Freud drew a clear 
distinction between mental states and states 
of the brain. His viewpoint is expressed in 
the following quotation(4) : 


The tendency of earlier periods in medicine was 
to localize whole mental faculties, as they are 
defined by psychological nomenclature, in cer- 
tain regions of the brain. By contrast, there- 
fore, it was bound to seem a great advance 
when Wernicke declared that only the simplest 
psychical elements, the different sensory pre- 
sentations, could legitimately be localized— 
localized at the central termination of the 
peripheral nerve which has received the im- 
pression. But shall we not be making the same 
mistake in principle, whether what we are 
trying to localize is a complicated concept, a 
whole mental activity, or a psychical element ? 
Is it justifiable to take a nerve fiber, which for 
the whole length of its course has been a purely 
physiological structure and has been subject to 
purely physiological modifications, and to 
plunge its end into the sphere of the mind and 
to fit this end out with a presentation or a 
mnemic image ? If “will,” “intelligence,” and so 
on, are recognized as being psychological tech- 
nical terms to which very complicated states of 


affairs correspond in the physiological world, 
can we feel any more sure that a “simple sen- 
sory presentation” is anything other than a 
technical term of the same kind ? 

It is probable that the chain of physiological 
events in the nervous system does not stand in 
a causal connection with the psychical events. 
The physiological events do not cease as soon 
as the psychical ones begin ; on the contrary, 
the physiological chain continues. What hap- 
pens is simply that, after a certain point of 
time, each (or some) of its links has a psycho- 
logical phenomenon corresponding to it. Ac- 
cordingly, the psychical is a process parallel to 
the physiological—“a dependent concomitant.” 


It is well known that Freud’s earlier views 
on the relation between the mind and the 
nervous system were greatly influenced by 
Jackson, from whom he borrowed the phrase 
“dependent concomitant.” Like Jackson, 
Freud warned emphatically against con- 
fusions between physical and _ psychical 
processes, and he would not tolerate 
thoughtless jumps between the physiological 
and psychological points of view. He ob- 
jected, for example, to the statement that a 
mental “presentation” might be localized 
within a nerve cell(4) : 


This way of putting matters . . . at once leads 
to a confusion between the two things, which 
need have no resemblance to each other. In 
psychology a simple presentation is something 
elementary for us, which we can sharply dis- 
tinguish from its connections with other pre- 
sentations. This leads us to suppose that the 
physiological correlate of the presentation—i.e., 
the modification that originates from the ex- 
cited nerve fiber with its termination at the 
centre—is something simple too, which can be 
localized at a particular point. To draw a 
parallel of this kind is of course entirely un- 
justifiable ; the characteristics of the modifica- 
tion must be established on their own account 
and independently of their psychological coun- 
terpart. 


The views of Freud and Hughlings Jack- 
son are seen to agree, except upon one 
point. Jackson spoke of “states of conscious- 
ness” as synonymous with “states of mind.” 
Freud would disagree with him about this, 
but otherwise there is full agreement. Jack- 
son sought physical explanations for dis- 
ordered states of the nervous system ; Freud 
sought psychological explanations for dis- 
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ordered states of mind, but neither would 
permit loose thinking upon the relation of 
brain to mind. 

Just as Hughlings Jackson protested 
against the use of psychological terms in 
explaining neurological disorders, so Freud 
and his followers objected to the use of 
physiological terms in psychology. Breuer, 
for example, wrote as follows(5) : 


In what follows little mention will be made of 
the brain and none whatever of molecules. 
Psychical processes will be dealt with in the 
language of psychology ; and, indeed, it cannot 
possibly be otherwise. If instead of “idea” we 
chose to speak of “excitation of the cortex,” 
the latter term would only have any meaning 
for us in so far as we recognized an old friend 
under that cloak and tacitly reinstated the 
“idea.” For while ideas are constant objects of 
our experience and are familiar to us in all 
their shades of meaning, “cortical excitations” 
are on the contrary rather in the nature of a 
postulate, objects which we hope to be able 
to identify in the future. The substitution of 
one term for another would seem to be no 
more than a pointless disguise. Accordingly, I 
may be forgiven if I make almost exclusive use 
of psychological terms. 


This is a clear statement of the lesson 
taught by Jackson and Freud : thoughtless 
transitions between the psychological and 
physiological points of view can serve no 
useful purpose. If contemporary writers 
would remember this lesson, one would no 
longer read about the overflow of anxiety 
into the muscular system or the effect of 
morbid ideas upon gastric secretions. 


THE VIEWS OF SIR CHARLES SHERRINGTON 


Like Jackson and Freud, Sherrington em- 
phasized the distinction between mental and 
physical processes, as shown in the follow- 
ing statement(6) : 


The physico-chemical (or for short physical) 
produced a unified machine from what without 
it would be merely a collocation of commensal 
organs. The psychical, creates from psychical 
data a percipient, thinking and endeavouring 
mental individual. Though our exposition kept 
these two systems and their integrations apart, 
they are largely complemental and life brings 
them co-operatively together at innumerable 
points. Not that the physical is ever anything 


but physical, or the psychical anything but 
psychical. 


Sherrington goes on to point out the diffi- 
culty that must be overcome in the attempt 
to integrate brain and mind. 


[This integration] has to overcome a difficulty 
of no ordinary kind. It has to combine two 
incommensurables ; it has to unite two dis- 
parate entities. To take an example : I see the 
sun; the eyes trained in a certain direction 
entrap a tiny packet of solar radiation covering 
certain wave-lengths emitted from the sun 
rather less than 10 minutes earlier. This radia- 
tion is condensed to a circular patch on the 
retina and generates a photo-chemical reaction, 
which in turn excites nerve-threads which 
relay their excitation to certain parts of the 
brain, eventually to areas in the brain-cortex. 
But . . . there follows on, or attends, the stage 
of brain-cortex reaction an event or set of 
events quite inexplicable to us, which both as 
to themselves and as to the causal tie between 
them and what preceded them science does not 
help us; a set of events seemingly incom- 
mensurable with any of the events leading up 
to it. The self “sees” the sun; . .. in the 
sequence of events a step is reached where a 
physical situation in the brain leads to a psy- 
chical, which however contains no hint of the 
brain or of any other bodily part . . . The sup- 
position has to be, it would seem, two con- 
tinuous series of events, one physico-chemical, 
the other psychical, and at times interaction 
between them. 

This is the body-mind relation ; its difficulty 
lies in its “how”... 


Sherrington thus agreed with Jackson and 
Freud that mental and physical events are 
distinct and incommensurable. He disagreed 
with them when he stated that there may be 
interaction between the two series of events, 
although he found it difficult to conceive 
how such interaction occurs. All three 
writers would surely agree that there is at 
present no known means of interaction. 


OTHER POINTS OF VIEW 


The doctrine of concomitance is not, of 
course, the only possible viewpoint concern- 
ing the body-mind relation. By way of con- 
trast, some of the other proposals will be 
mentioned, although it is not within the 
scope of this paper to discuss them ade- 
quately. 


aa 
i, 
f 
j 
{ 
| 


196 


THE RELATION OF BRAIN AND MIND 


[ September 


The simplest, though not the most re- 
spectable, way to handle the relation be- 
tween body and mind is to deny the ex- 
istence of one or the other. Certain faith- 
healers, for example, profess to believe that 
the material world is an illusion. Since, in 
their view, the material body does not exist, 
there can be no problem of a body-mind 
relationship. Surely no one in the medical 
profession would accept this doctrine, and it 
need not be discussed further. 

A second proposed solution is to deny 
the existence of mind. This approach is 
taken by the behavioristic psychologists, 
who either deny the occurrence of mental 
states or reject them as irrelevant. According 
to the followers of John B. Watson, the ob- 
jective facts of human and animal behavior 
comprise the only proper subject for psycho- 
logical study. For them, as for the faith- 
healers, there can be no problem concerning 
the relation of body and mind, since there 
are not two variables to be related. 

Although Watsonian behaviorism has 
passed its heyday, a behavioristic bias is 
still evident in animal psychology. Since the 
lower animals have no speech, one cannot 
record their inner experiences nor even 
verify that such experiences occur. The 
animal psychologist records only the overt 
behavior of his subjects, together with any 
related electrical, mechanical or chemical 
changes. Yet he cannot ignore the animals’ 
inner life entirely. In some experiments the 
cat may act as if it were “hurt” or enjoying 
a pleasant experience(7). In recording such 
observations the animal psychologist may 
put quotation marks around the words 
“hurt” and “experience,” but he has to de- 
part from the purely behavioristic view- 
point. Thus it appears that a thoroughgoing 
behaviorism is no longer appropriate, even 
in arimal psychology. 

A third proposed solution to the body- 
mind question is to dismiss it as a pseudo- 
problem based upon linguistic confusion. 
According to Professor Ryle(8) and other 
philosophers of the Oxford school, the dis- 
tinction between mind and body is purely 
a matter of language. The word “mental” 
does not apply to a special kind of “stuff” 
but only to certain organizations or patterns 
of elements which it is not significant to call 
“mental.” Bertrand Russell(9) has written 


a cogent refutation of these philosophers, 
who try to dismiss important scientific prob- 
lems as verbal travialities. 

A fourth proposed solution is the two- 
aspect theory, whose proponents would 
deny the “medically useless” distinction be- 
tween mind and body(10). According to 
this theory the mind is “merely one aspect— 
the psychological aspect—of biological func- 
tioning of the organism”(11). Behavior that 
involves the organism as a whole is called 
mental. Behavior that involves only a part 
of the organism is called physical. Since 
there is no real dichotomy, there can be no 
problem of a body-mind relationship. 

This theory invites criticism for two rea- 
sons. In the first place, the definitions of 
mind are unsatisfactory. We are told that 
mind is merely the psychological aspect of 
biological functioning. “Psychological,” of 
course, means “of or pertaining to psychol- 
ogy,” and psychology is the study of the 
mind. The definition is, therefore, circular. 
With equal cogency one might define “di- 
gestion” as “the gastroenterological aspect of 
biological functioning.” 

The other definition of mind, as a collec- 
tive term for activities that involve the or- 
ganism as a whole, is no more satisfactory. 
According to this definition, any behavior 
that involves the coordinated activity of the 
whole individual, including the special 
senses, brain, musculo-skeletal system and 
viscera must be called mental. Any activity 
that involves just one part of the organism, 
for example the brain, must be called phys- 
ical. This leads to the curious conclusion 
that playing tennis is a mental process 
whereas daydreaming is a physical activity. 

The second defect of the two-aspect 
theory is illustrated by the following anal- 
ogy : If one were asked to explain how the 
therapeutic actions of a certain drug are 
related to its chemical structure, he might 
reply that there is no real dichotomy be- 
tween chemical structure and therapeutic 
actions, that the two are merely different 
aspects of a chemotherapeutic unity. This 
kind of reply is unacceptable since it at- 
tempts to answer a question of fact by 
means of verbal evasion. 

The relation between cerebral and mental 
processes is a question of fact. It is a fact 
that human beings have brains, which are 
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exceedingly complex, both in structure and 
in function. It is also a fact that people have 
sensations, thoughts, emotions, wishes and 
dreams. In ways that we are only beginning 
to understand, these mental processes are 
correlated with the structure and function 
of the brain. Workers in psychophysiology 
and psychopharmacology are now trying to 
map out the details of this correlation. They 
can expect no help from the two-aspect 
theory, which attempts to brush aside the 
very problem that they are studying. 

Proponents of the two-aspect theory 
might accuse Jackson, Freud and Sherring- 
ton of setting up the mind as a metaphysical 
entity. The charge is, of course, untrue. 
These men were not metaphysicians but 
practical scientists who insisted upon clear 
thinking. Indeed, the clarity of their views 
invites mathematical formulation. Using 
techniques developed by Russell, Woodger 
(12), Carnap(13) and others, it is now pos- 
sible to apply mathematical reasoning in 
any field where relations play an essential 
role, e.g., the various geometries, physical 
theories and, most recently, certain branches 
of biology. Jackson’s doctrine of concomi- 
tance provides a starting-point for an exact 
logical formulation of the body-mind rela- 
tion. 

When contrasted with rival theories, Jack- 
son’s doctrine is not only clearer but also 
more useful as a basis for experimental re- 
search on the neural basis of mind. It postu- 
lates that for every mental state there is a 
correlative nervous state. If we modify this 
to read that every kind of mental process is 
correlated with a specific kind of cerebral 
process, then we have a rationale for psy- 
chophysiology. What kind of cerebral ac- 
tivity is correlated with the experience of 
pain or pleasure ? What are the neural sub- 
strata of perceptions, thoughts, wishes and 
dreams ? To answer these questions, or even 
to ask them, we must have some rationale 
such as that provided by the doctrine of 
concomitance. 


SUMMARY AND CONCLUSIONS 


Hughlings Jackson, Sigmund Freud and 
Sir Charles Sherrington held similar views 
concerning the relation of brain and mind. 
Jackson and Freud believed that physical 
and mental processes comprise two distinct 
series of events, which are closely related 
but do not interact. Both men objected to 
the prevalent confusion of psychology with 
the physiology of the nervous system. Sher- 
rington agreed that physical and mental 
processes are “incommensurable,” but he 
believed that interaction is possible. 

When contrasted with rival theories, the 
doctrines of these men appear to be more 
acceptable, both logically and as a rationale 
for experiments cn the neural basis of mind. 
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PSYCHOSIS, DRIVE AND INHIBITION : A THEORETICAL AND 
EXPERIMENTAL ACCOUNT 


H. J. EYSENCK 2 


INTRODUCTION 


For the past 10 years or so the writer and 
his colleagues have been attempting to dis- 
cover objective psychological tests in the 
cognitive, perceptual and motor fields which 
would differentiate psychotic patients from 
normal subjects and neurotic patients of 
similar age, sex and intelligence( 10, 11, 15, 
20). It was discovered that quite large 
numbers of tests did in fact differentiate the 
psychotic groups from the others, and it 
was further found that the one feature 
which all these tests seemed to have in com- 
mon was a generalised pattern of slowness 
which seemed to cover the areas of percep- 
tion, cognition and motor reaction(35). 
These results fit in rather well with those 
obtained by many other investigators(1, 2), 
and recent reviews have adequately covered 
this field so that it will be unnecessary to do 
so again here(17). 

Another outcome of the series of re- 
searches mentioned above has been to clar- 
ify the dimensional description of mental 
abnormality. Analyses of objective test scores 
made by schizophrenic, manic depressive, 
hysterical, psychopathic, anxious, obsession- 
al and depressed patients, as well as nor- 
mals, have shown clearly that these diag- 
nostic categories did not in any sense refer 
to categorical disease groups but are rather 
located at various points of a 3-dimensional 
framework, the three axes of which are psy- 
choticism, neuroticism, and extraversion/in- 
troversion. These analyses have been carried 
out by making use beth of factor analysis 
and of multiple discriminant function analy- 
sis, and the results of these quite divergent 
techniques have been astonishingly similar 
(10, 11, 13, 14, 18, 24, 36). 

As regards the descriptive or nosological 
side of the investigation, therefore, the re- 
sults seem to be clear-cut and relatively 
straightforward. Psychotic disorders are 
essentially unlike neurotic disorders ; both 
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manic depressive and schizophrenic patients 
react very similarly on large batteries of 
objective tests ; and it is possible to general- 
ise a large number of different experimental 
findings by stating that psychotic subjects, 
in every aspect of their behaviour, tend to 
be abnormally slow. This statement of course 
does not exclude the possibility that psy- 
chotic subjects are also characterised in 
other ways which may not themselves de- 
pend on generalised slowness ; it has how- 
ever been our experience that many of the 
symptoms of thought and behaviour dis- 
orders of psychotic patients can ultimately 
be reduced to derivatives of general slow- 
ness. It is also not intended to convey the 
impression that there are no differences 
between schizophrenics and manic depres- 
sives ; recent studies from this laboratory 
have indeed provided significant evidence 
of differentiation between these two groups 
(17,36). Nevertheless, as far as mental 
slowness is concerned, both the two major 
groups of functional psychotics appear to 
be characterised by very similar reactions, 
and it will be the purpose of this paper 
to suggest a theory to account for these 
findings. 

The sequence of events leading from psy- 
chiatric nosology through psychometric and 
empirical objectification to hypothetico-de- 
ductive theoretical and experimental analy- 
sis duplicates that which has characterised 
the set of studies carried out in the field of 
neurosis(9, 15,18), and it is interesting to 
note that in the neurotic field this type of 
progress finally led to the elaboration of a 
rational system of classification, diagnosis 
and therapy(19). It is the writer’s belief 
that advance in abnormal psychology and 
psychiatry is most likely to come by the 
pursuit of some such series of steps, and it 
may not be entirely fanciful to imagine 
that problems in the aetiology and treat- 
ment of psychosis may in the long run also 
find an answer along these lines. 


THEORETICAL ANALYSIS 
The concept of explanation in psychiatry 
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and psychology has always presented some 
difficulties. It is customary to explain the 
less well-known by the better known, but 
in the field of the social sciences there has 
been so little agreement on what is known 
and what is merely hypothetical that it 
proved impossible to follow the usual course 
of scientific explanation. The writer(15), 
has argued that the recent advances in mod- 
ern learning theory( 26,39) have furnished 
us with a set of concepts and laws which, 
while far from perfect, are nevertheless 
sufficiently precise and well validated to 
make it possible to account for behavioural 
observations in terms of these concepts and 
laws, and to make experimentally testable 
deductions from such theories. Hitherto the 
writer has concentrated on neurotic dis- 
orders in his attempts to apply modern 
learning theory to psychiatry(15); the 
present paper is a first attempt to make 
such an application to the field of psychosis. 

Without entering into all the complexities 
which a detailed analysis along Hullian 
lines would necessitate, we may perhaps 
state quite broadly that most modern learn- 
ing theorists would agree with some such 
statement as this : 

P=(f) DxH; 

i.e., performance is a multiplicative function 
of drive and habit. Drive in this formula- 
tion means the motivational state of the or- 
ganism which makes it perform the task in 
question, while habit relates to the particu- 
lar connexions in the central nervous system 
which have been made through previous 
learning and which facilitate the perform- 
ance in question. One immediate hypothesis 
which arises from this formula would be 
one which would account for the worse 
(slower) performance of the psychotic in 
terms of lower drive; indeed, this is of 
course the type of explanation which is 
normally given in text books of psychiatry 
and clinical psychology. 

An alternative hypothesis suggests itself 
when we consider an additional concept, 
namely that of reactive inhibition (usually 
abbreviated and symbolised as In). This 
is conceived to be a kind of neural fatigue, 
of central origin, which develops after any 
kind of perceptual, cognitive or motor per- 
formance and dissipates in time. During 
massed practice this inhibition accumulates, 


as there are no rest periods during which it 
can disappear. Now Ir, which subjectively 
is experienced as boredom, fatigue or even 
pain, is regarded as a negative drive, i.e., a 
tendency to make the organism stop doing 
whatever it is doing. As such it is subtracted 
from D(30), so that the “drive” in our origi- 
nal equation is really equal to (D—Ip) ; 
this combination of positive and negative 
drive may be symbolised as D (effective 
drive). 

We now have an alternative hypothesis 
to account for the poor performance of psy- 
chotics. We may assume that reactive in- 
hibition either accumulates faster or dissi- 
pates more slowly in psychotic patients or 
both ; this would leave them in a state of 
lower D, even though they were equal or 
even superior to normal and neurotic sub- 
jects with respect to D. As inhibition grows 
fairly quickly even in normal subjects, the 
main interest of this hypothesis would cen- 
tre on the hypothesised slower rate of dis- 
sipation, and in order to account for the 
very marked differences in behaviour be- 
tween psychotics and other groups it would 
be necessary for this slowing down in the 
rate of dissipation to be quite severe. We 
thus end our consideration of theoretical 
possibilities with two alternative hypotheses, 
both or either of which would, if true, ex- 
plain a good deal of psychotic behaviour : 


1. Psychotics have lower D (motivation) than 
normal or neurotic subjects. 

2. Psychotics have a slower rate of dissipation 
of Ip (reactive inhibition), and are conse- 
quently nearly always working under a lower 
D (effective drive). 


It will be the task of the next section to de- 
duce from general learning theory cer- 
tain consequences, experimentally testable, 
which should follow if these hypotheses 
were true, and demonstrate that in fact 
these deductions are borne out. 


DEDUCTIONS FROM THE THEORY 


In order to test the two hypotheses out- 
lined above it is clearly necessary to be able 
to measure drive and reactive inhibition. 
Measurement of Ir fortunately presents lit- 
tle difficulty in principle. During massed 
practice In accumulates, because there are 
no rest pauses during which it can dissipate. 
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If now we introduce a rest pause into the 
proceedings sufficiently long for all or near- 
ly all of In to dissipate, then we would ex- 
pect an improvement in performance after 
the rest pause. This prediction is based on 
the simple consideration that before the rest 
pause D<D, because D = D — Ir. After 
the rest pause, however, D = D, because Ir 
has disappeared completely. Now H is not 
affected by the rest pause, and consequently 
the product of D x H, i.e., the performance 
of the subject, will be greater after the rest 
pause than before. This well-known phe- 
nomenon is called reminiscence, a name giv- 
en to it for historical reasons which would 
not recommend themselves to modern in- 
vestigators, but which have embedded the 
the term so firmly in our theoretical frame- 
work that it would be impossible to dislodge 
it now(34). We may say then that remi- 
niscence can be used experimentally as a 
measure of Ip, provided certain simple con- 
ditions are fulfilled. 

It has also been proved possible to use 
reminiscence as a measure of motivation or 
D. The early theoretical and experimental 
work of Kimble(31) and Wasserman(43) 
is relevant here. Kimble argued that re- 
active inhibition during massed practice 
would increase until it reached the same 
level as D. At that point In = D and con- 
sequently D = D—In = 0. According to 
our formula performance should stop at 
this point as the equation would read : P = 
0 x H, which is itself zero. Accordingly at 
this point there would occur involuntary 
rest periods (I.R.P.s) during which the or- 
ganism ceased functioning and during 
which inhibition would dissipate. When 
sufficient inhibition had dissipated for D to 
be a large enough positive quantity, per- 
formance would begin again, IR would 
accumulate once again, thus enforcing an- 
other rest pause. From the moment that the 
critical point had been reached where D = 
In, the organism would therefore continue 
working in a series of fits and starts. There 
is good experimental evidence for the real- 
ity of such involuntary rest pauses in the 
analysis of behaviour(3, 4, 25, 33, 37, 42) 
and also in the electro-physiological analy- 
sis of EEG and other autonomic measures 
which demonstrate a momentary sleep-like 
state of the organism during these I.R.P.s 


(44, 5). 

If the critical level at which these in- 
voluntary rest pauses begin occurs at the 
point where D = Ir, then an organism 
working under low drive would clearly 
reach the critical level earlier than an or- 
ganism working under high drive, and 
equally the amount of Ir tolerated by the 
organism working under high drive would 
be greater than the amount of Ir tolerated 
by an organism working under low drive. 
This is illustrated in Figure 1, with the let- 
ters H and L referring respectively to 
groups of subjects having high and low 
motivation. 


FIGURE 1 
Diagram Representing Theoretical Growth of Reactive In- 
hibition (IR) in High Drive and Low Drive Groups, Leading 
to the Occurrence of Involuntary Rest Pauses (1.R.P.s) 
(21) 
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It will be seen from Figure 1 that after 6 
minutes or so of practice both the high and 
the low drive group have reached their re- 
spective critical levels where D = In. Now 
we have already established that reminis- 
cence is a good measure of Ir; in other 
words reminiscence = (f) In. We have also 
seen that at the point where involuntary 
rest pauses begin, and from thence onward, 
In = D. We can take these two equations 
together and make them read: reminis- 
cence = (f) D; in other words the amount 
of reminiscence observed under the experi- 
mental conditions described is a function 
of the drive under which the organism is 
working. 

That this hypothesis is correct can be 
seen from Figure 2 which is a summary of 
two studies carried out by Eysenck and 
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Maxwell(21) and Eysenck and Willett( 22) 
working with fairly large groups of indus- 
trial apprentices under conditions of high 
or low motivation respectively ; these work- 
ers used as their experimental task the pur- 
suit rotor. Rest pauses of 6 minutes were 
introduced at different points of practice 
for different groups of apprentices ; as will 
be seen in Figure 2, the rest pause was in- 
troduced either after 2, 3, 6, or 8 minutes 
of practice. As predicted, the reminiscence 
scores of the low drive group remained at 
the same level throughout; those of the 
high drive group however grew as a straight- 
line function of length of practice. We may 
conclude therefore that reminiscence is in- 
deed a good measure of drive under certain 
specified conditions. 


FIGURE 2 
Reminiscence Scores of High Drive and Low Drive Groups 
Giving Programmed Rest Pauses of Six Minutes after 
Massed Practice Lasting Two, Three, Six, and Eight Min- 
utes, Respectively(22) 


| 
| 


EXPERIMENTAL PROOF OF THE THEORY 

We are now in a position to test our 
theory directly in relation to the perform- 
ance of psychotic groups. First let us con- 
sider the kind of prediction which follows 
from both our two hypotheses. According 
to the first hypothesis, psychotics are char- 
acterised by low drive, and in view of the 
extreme nature of their performance defects 
we would have to postulate a very low drive 
state indeed to account for the defects. If 
this were true then it would follow directly 
from the considerations advanced in the 
last section that psychotics would have very 
little or no reminiscence regardless of the 
length of the rest pause, while normal and 
neurotic subjects under similar conditions 
would have reasonably high reminiscence 
scores. This result, it should be emphasised, 
would be expected to hold true regardless 


of the actual level of performance of our 
psychotic groups. It is one of the advan- 
tages of the method of measurement of mo- 
tivation suggested here that differences in 
ability or previous training on the task do 
not affect the measurement to any consid- 
erable degree as reminiscence is measured 
in terms of relative change from pre-rest to 
post-rest performance, and not in absolute 
terms. 

A similar prediction can be made from 
our second hypothesis. The phenomenon of 
reminiscence as produced by the dissipation 
of Ir; if, as the hypothesis states, In does 
not dissipate to any extent during the rest 
period in psychotics, then reminiscence 
would be low or nonexistent. We see there- 
fore that both hypotheses predict unequivo- 
cally the absence of reminiscence in psy- 
chotic groups under conditions where remi- 
niscence is clearly observed in normal and 
neurotic groups. 

Two studies have been carried out in our 
laboratory giving strong support to this de- 
duction from our theory. Broadhurst and 
Broadhurst(6), using both schizophrenic 
and manic depressive subjects of a chronic 
kind, demonstrated the complete failure of 
these subjects to show reminiscence effects 
on the pursuit rotor. At the same time, and 
quite independently, Claridge(7), also 
using the pursuit rotor, found a similar 
failure of reminiscence to appear in pursuit 
rotor performance on the part of young 
and undeteriorated schizophrenics (cf, Fig- 
ure 3). Other investigations from the In- 
stitute of Psychiatry( 40,41) have also been 
interpreted in a similar manner although the 
results were not quite as clear-cut ; this may 
have been due to the use of tasks less well 
suited than the pursuit rotor to the measure- 
ment of reminiscence. We may conclude 
therefore that the deductions from the gen- 
eral theory outlined in a previous section 
have good empirical support. It is interest- 
ing to note at this point that early investi- 
gations by Hoch(27) and Kraepelin(32), 
using the ergograph and the Rechenheft, 
suggested theoretical solutions not essential- 
ly different from those here attempted. 
These early studies were not adequately 
controlled, of course, and the type of ac- 
tivity studied did not produce results par- 
ticularly well suited for this kind of analy- 
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sis, but nevertheless the early emergence of 
experimental tests related to theories of 
drive and inhibition (fatigue) should not 
be passed over without comment. 

FIGURE 3 


Experimental Data Showing Lack of Reminiscence in Psy- 
chotic Subjects as Compared With Normals(7) 
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A CRUCIAL EXPERIMENT TO DECIDE BETWEEN 
THE TWO HYPOTHESES 


The results so far reported would follow 
regardless of which of our two theories 
happened to be correct. We must now con- 
sider the possibility of designing an ex- 
periment to discriminate between the two 
theories. It has been pointed out in the 
last section that if the first hypothesis 
were true, i.e., that accounting for psy- 
chotic performance in terms of low drive, 
then reminiscence scores should be low 
for psychotic subjects regardless of the 
length of the rest period. This, however, 
would not apply to our second hypothesis, 
which postulates that inhibition in schizo- 
phrenics would dissipate very much more 
slowly than in normals and neurotics. If 
the second hypothesis were true, therefore, 
we would expect that after a rest period of, 
say, 24 hours psychotics also would show 
strong reminiscence effects. Here then we 
would appear to have a crucial test to de- 
cide between our two hypotheses. It might 
of course be possible that both hypotheses 
were correct ; in that case we would find a 
certain degree of reminiscence in psychotics 
after a 24 hour rest period, but this would 
still be below the reminiscence scores of 
comparable groups of normals and neurot- 
ics. The difference between the reminis- 
cence scores of these groups would then 


give us a measure of the difference in D. It 
would also be possible of course to record 
the rate of dissipation of IR in psychotics 
by varying the length of the rest interval 
(30 minutes, 1 hour, 6 hours, 12 hours, 24 
hours, etc.) ; this should enable us to plot 
in detail the decline of In and demonstrate 
in a quantitative fashion the differences be- 
tween psychotics and other groups. It 
should also be possible to use reminiscence 
measures of this type as an index of recov- 
ery, assuming that recovery from psychotic 
illness was indeed accompanied by a les- 
sening in slowness and an increase in D, 
or an increase in the speed of dissipation 
of Ir. 

Some preliminary data are available with 
respect to the crucial experiment here pro- 
posed. Ley, in an unpublished study, tested 
10 psychotic males with a rest interval of 
10 minutes on the pursuit rotor, and another 
10 with a rest interval of 24 hours. He also 
tested two groups of 10 normal subjects 
with 10 minute and 24 hour rest pauses 
respectively. He found at a good level of 
statistical significance that while after the 
10 minute rest pause the normals had high 
positive reminiscence scores, those of the 
psychotics were for practical purposes equal 
to zero. After 24 hours he found that the 
reminiscence scores of the normals were 
somewhat lower than after the 10 minute 
rest pause ; those of the psychotics however 
were now higher than those of either of the 
two normal groups. It would appear, there- 
fore, that the hypothesis relating psychotic 
behaviour to low drive is untenable and 
that we must conclude that psychotic re- 
actions are characterised by an excessive 
slowness of dissipation of inhibition. 

This conclusion is supported by a recent 
study by Rachman( 38), in which he had 10 
chronic schizophrenics perform on the pur- 
suit rotor with a rest pause of 10 minutes, 
while another group of schizophrenics per- 
formed with a rest pause of 24 hours. As 
pointed out above, normal subjects under 
these conditions show less reminiscence 
after the longer rest interval; as will be 
seen from Figure 4, the schizophrenics pro- 
duced the opposite effect, with the 24 hour 
period significantly superior to the 10 min- 
ute one with respect to the size of the mean 
reminiscence score. Rachman’s subjects 
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were all male patients of long standing ; he 
benefited from Ley’s finding that the poor 
performance of women generally, allied to 
the poor performance of schizophrenics 
generally, makes it almost impossible to test 
theories of this kind in schizophrenic wom- 
en, as their performance does not easily 
leave the chance level; in order to work 
with women, the task has to be simplified, 
either by slowing down the rate of rotation 
of the target disc, or by enlarging the target 
disc. This has not to our knowledge been 
done hitherto. 


FIGURE 4 
Diagram Showing Lack of Reminiscence After Ten 
Minute Rest Pause(38) 
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It is possible to look upon the reports of 
Huston and Shakow( 28, 29), supplemented 
by those of S. B. G. Eysenck( 23), as provid- 
ing some further support for the theoretical 
view under consideration. Huston and Sha- 
kow found with psychotic patients that 
reminiscence effects appeared after several 
months, using the pursuit rotor, while Ey- 
senck failed to find such effects in normals 
after periods of 12 months. The analyses 
carried out by these workers are not suffi- 
ciently similar to place too much weight on 
the findings, but as far as they go they 
do seem to support the notion of slow rate 
of dissipation of Ir in psychosis, rather than 
that of lack of drive. 

The negative conclusion of these studies 
regarding the lack of drive in psychotics is 
in good agreement with the results of an- 
other experiment(13) in which the persist- 
ence of psychotics on mental tasks was com- 
pared with the persistence of neurotics and 
normals, the assumption being that persist- 


ence is to some extent a measure of drive. It 
was found that psychotics were significantly 
more persistent, as well as much slower. 
Elsewhere Eysenck(16) has shown that 
slowness in problem solving is a function of 
Ip. While this experiment on persistence is 
less conclusive than the series of experi- 
ments reported here, it nevertheless points 
in the same direction and may be used to 
strengthen the point made. 

We may conclude therefore from this 
series of studies that an important aspect 
of psychotic behaviour is related to, and 
possibly caused by, the slow rate of dissi- 
pation of reactive inhibition in psychotics. 
It must remain the task of further experi- 
mental studies to verify these results, to in- 
dicate to what extent they apply to other 
types of test, to show to what extent the 
rate of dissipation of inhibition can be used 
to account for the observable defects of the 
psychotic, to what extent this rate is amen- 
able to change by different types of treat- 
ment, and to what extent it mirrors the 
clinical state of the patient. This is a formi- 
dable list of research projects, to which 
should be added one additional project 
which takes us right out of the field of psy- 
chological investigation. There appears to 
be some evidence suggesting a link between 
inhibition and the activity of the ascending 
reticular formation(8), and a study of this 
link, with the slow rate of dissipation of in- 
hibition of psychotics particularly in mind, 
would seem a very worth-while task. 


SUMMARY AND CONCLUSIONS 


An attempt has been made in this paper 
to account in theoretical terms for the gen- 
eralised slowness which has been shown in 
previous work to characterise psychotic pa- 
tients. Making use of the theoretical frame- 
work of modern learning theory, two hy- 
potheses were put forward, relating psy- 
chotic slowness respectively to: 1. Lack of 
drive (motivation) ; 2. An exceedingly slow 
rate of dissipation of reactive inhibition. It 
was deduced from the theorems of learning 
theory that psychotics should be charac- 
terised by very low reminiscence scores on 
tasks involving massed practice if either of 
the two hypotheses were correct, and ex- 
perimental evidence does indeed show that 
psychotics are differentiated from normals 
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and neurotics in precisely this way. It was 
then argued that a crucial] test between the 
two hypotheses could be performed by vary- 
ing the length of the rest period used for 
establishing reminiscence scores, and it was 
found that while with short rest periods psy- 
chotics showed no reminiscence, they did 
show very strong reminiscence effects after 
long rest periods. This is interpreted as irrec- 
oncilable with the hypothesis of low drive 
in psychotics, and may be used as support 
for the hypothesis that psychotics are char- 
acterised by a slow rate of dissipation of in- 
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“PRIVATE” VERSUS “PUBLIC” LOGIC : SOME ANTHROPOLOGICAL 
AND PHILOSOPHICAL REFLECTIONS ON THE 
PROBLEM OF MENTAL “HEALTH” 


ERNEST BECKER, Pu.D.* 


The recognition of cultural factors as an 
inseparable part in the psychodynamics and 
content of behavioral dysfunction had a 
quiet anthropological start. But as socio- 
logical and anthropological facts become 
the property of psychiatrists a new swell of 
theory seems to be threatening not only 
psychiatric nosology, but the very concept 
of “mental illness”(1). 

In their search for clarification of a new 
and knotty problem, psychiatrists are show- 
ing themselves excellent historians, anthro- 
pologists, and even political theoreticians. 
The status of science as a humanity stands 
to profit considerably thereby. In a recent 
article, Carothers postulates that one of the 
important factors in shaping patterns of 
mental breakdown is the existence or lack 
of literacy in a given society(2). The atti- 
tude that a society has toward reality de- 
pends upon whether its repertory of sym- 
bols is oriented to the visual or to the 
auditory senses. Where a written tradition 
does not exist, the word tends to be magi- 
cally concretized ; thought undergoes em- 
bodiment, spills from the private into the 
public domain in the form of malevolent 
sorcery. One has only to think evil for evil 
to exist. It is thus that thought becomes 
socially dangerous, and must be curbed in 
the communal interest. With the advent of 
social literacy, on the other hand, the orien- 
tation to reality shifts to the visual ; thought 
loses its embodiment and magical powers, 
and thinking and logic are allowed to 
pursue a socially useful autonomy in each 
individual. This, all too briefly, is Carothers’ 
thoughtful thesis. 

Anthropologists have long been grinding 
(albeit, unfortunately, out of public view) 
their own axe on the problem of primitive 
versus non-primitive mentality. In an at- 
tempt to show that there is no graded hier- 
archy from primitive “pre-logic” to civilized 
“logic,” Radin, over 30 years ago, insisted 

1 Instructor, Department of Psychiatry, State 


University of New York Upstate Medical Center 
in Syracuse, 


that the only difference lay in the written 
word and the technique of thought elabo- 
rated thereby(3). Even though nothing, 
therefore, is “new,” significant facts are 
worth repeating, and Carothers’ reexami- 
nation of the problem of literacy from a 
psychiatric standpoint serves again to pro- 
voke needed speculation and study. 

But there is some discrepancy between 
Carothers’ data and Radin’s. For example, 
Carothers indicated that thought in primi- 
tive societies is received by the ear, rather 
than the eye, one reason perhaps for its 
ready concretization. And he concluded, as 
briefly indicated above, that since the word 
can have a magic power and easy embodi- 
ment, thought becomes socially dangerous 
and is curbed by the community. Carothers 
allows for non-African discrepancies in this 
picture of social coercion derived from mag- 
ical beliefs about the power of sound. 
Radin’s conclusions highlight just such dis- 
crepancy. From his American Indian experi- 
ence, he postulated that a remarkable free- 
dom of thought can exist on the “primitive” 
level(4). Compare the following with Ca- 
rothers’ African observations : 


I would be the last to deny that primitive 
man attaches importance and power to mere 
thinking or to magical formulae. The fact is 
patent. All I wish to emphasize is that he does 
not believe that thought does more than vali- 
date the reality of his subjective life. It does 
not touch the two great realities which apart 
from his personality concern him most: .. . 
the reality of the phenomenal world and the 
social world(5). [Again:] Very frequently, 
indeed, one finds primitive man claiming to 
have been able to achieve certain results 
through the insistence and perseverance of his 
thoughts. I myself was once informed by an 
Indian that he had always been so successful 
on the hunt because he used his thought. Now 
concretization of thought is common enough 
among primitive people just as is the concre- 
tization of the emotions. Never, however, did 


thoughts lose their primary character of proofs 
of reality (6). 
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This discrepancy between African and 
American Indian data seems glaring; but 
it is superfluous to note that where mat- 
ters of emphases are involved, which seek 
to support a conceptual orientation, inter- 
pretation of the facts shapes them some- 
what to one’s own use. Radin does not deny 
that the primitive man says, “I think, 
therefore, what I think exists”(7). But he 
insists that in the primitive’s view, 
subjectivity must not be interfered with : 
“If by expressing it he destroys himself, 
that is his own affair”(8). Thus, says Radin, 
. .. it makes no difference whether a man 
thinks so or so. The social reality is not 
ape by it”(9). This freedom of thought 

. due to the clear preception of a 
lack of contact between thoughts, ideas, 
and opinions on the one hand and the social 
realities on the other”(10). The American 
primitive, in other words, seems to adhere 
to the adage, “He whom the Gods would 
destroy, they first make mad.” The madness 
here lies in the subjectivity of thought, the 
ability of the individual to destroy him- 
self by it; and it is held that self-destruc- 
tion is discrete from the social reality. 

It is our contention that since the primary 
function of thought is reality-testing for 
survival, this function finds its most direct 
exercise on those levels of existence where 
life is precarious. It is this that Radin’s 
Winnebago recognizes : introverted thought 
that does not test itself against social reality 
is a private and perhaps even a self-des- 
tructive matter. But that is the individual’s 
own concern, since, if he desires to survive, 
he had best come back into a social exist- 
ence. After all, as we shall examine below, 
not all human groups have been as insistent 
as we are today upon preserving every 
single individual in the group. 

The purpose of this paper is to draw 
a distinction between preliterate, social 
reality-testing for survival, and literate, 
logical testing of private propositions which 
have little if any relationship to survival in 
an immediate sense. But before proceeding 
to this, it would be helpful to review one 
model of the basic function of thought in 
reality-testing. 

SCIENTIFIC INFERENCE AS THE 
BASIC COPING SKILL 
The main task of the emerging individual 


is the discovery of himself and the world. 
Reality-oriented from the first (Fairbairn’s 
view ), the infant tries to surmise boundaries 
and depths, especially of self and objects. 
By taking the attitudes of others toward 
himself, by “identifying” with the object, 
the child gives his own body an outside, 
and at the same time apprises the necessary 
inside of the flat, external object which is 
ministering to his needs. The world comes 
to be seen in the round. 

But reality-testing does not continue 
smoothly. The environment causes frustra- 
tions, which give rise to conflicting impulses 
and inhibitions, and a new task is posed. 
The infant must find out what the novel 
features are in the new frustrating situation, 
in order to organize a response. This re- 
sponse, once organized, follows the conser- 
vatism of all organisms : it tends to be per- 
tinent not only for the particular individual, 
but also for others. Thus, two new idea- 
tional components come into being: an- 
alysis of the unfamiliar, and representation 
of it in a generalizable direction. This play 
of ideas for coping with reality—analysis 
and representation—is internalized as a trial 
and error method within the individual, and 
thought and reflection become new tools 
for facilitating conduct. 

These are George Herbert Mead’s ideas, 
and he extended them in his understanding 
of the scientific method itself, and so put 
the method back into proper, exoteric per- 
spective. Frustration arises when we meet 
a problem in thought, action or feeling, or 
an inhibition or exception to accustomed 
conduct. Our reaction to the new situation 
is characterized by a certain opposition of 
feelings—the same inhibition that the infant 
feels in the face of his frustration at some- 
thing new and constricting. A problem, 
whatever its nature, can only come into 
existence when forward momentum in a 
particular situation has been stopped. Now, 
the statement or appraisal of just what it 
is in the situation that calls out the inhibit- 
ing reactions is what we call gathering the 
data or facts by analyzing the situation. 
The hypothesis is merely a mental recon- 
struction of the situation, taking into ac- 
count its presumed unusual aspects, and 
designed to eliminate what was previously 
inhibiting(11). The hypothesis serves to 
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unplug the situation, with the facts duly 
taken note of, so that forward action can 
continue. The problem is solved when the 
forward momentum resumes. In other 
words—and this is important—the unplug- 
ging of the situation depends initially on the 
problem being resolved in the mind of the 
hypothesizer. External reality gives its as- 
sent or dissent to our appraisal of the facts 
only later on, when we experiment by act- 
ing on the hypothesis. 

In daily problem-solving as well as ex- 
alted scientific method, the process is the 
same, that of simple inference. The perfec- 
tion of scientific method as a reality-probing 
device lies simply in the care and exactness 
with which the problem is defined, facts 
gathered, and hypothesis formulated. The 
experimental verification which caps the 
process is carefully controlled(12). 


PERSONAL VERSUS SOCIAL ROLE-TAKING 


Thus, the primary character of thought, 
for the developing individual as well as for 
Radin’s Winnebago, is its function as a 
proof of reality. The scientific method is a 
method of natural inference which grows 
out of a more primitive “attitude taking.” 
To get a proper appraisal of a social situa- 
tion in order to act, the individual tries to 
get as many perspectives as he can on the 
situation, so that his behavior will be based 
on sound inference. It is to the great merit 
of the sociologists to have insisted that the 
simple operation of role-taking is integral to 
social living: role-taking simply means 
taking the attitude of others toward one- 
self and toward the objective situation, so 
that behavior will be based on a many- 
sided pattern of inferred facts. Role-taking 
is an anticipation of the situation for valid 
action. It is because everyone has roles and 
can imagine the roles of others, that social 
behavior is at all possible with a mini- 
mum of confusion. Role-taking, in sum, 
is a fundamental source of data obtained 
by the trial-and-error method practiced 
within the individual by thought. It is a 
natural means of providing information by 
inference. Ultimately, then, we can see that 
the individual is forced to become social 
in order to function: his behavior cannot 
take place independently of thoughtful 


identification with the behavior of others, 
i.e., role-taking. 


ROLE-TAKING SKILL AND MENTAL HEALTH 


Norman Cameron has beautifully demon- 
strated that some forms of behavioral dys- 
function, especially paranoia, arise through 
the individual’s inability to take roles(13). 
Thus, instead of constantly validating his 
action and thought by sound social infer- 
ence, he comes to create a purely private 
delusion ; at no points in this delusion do 
the real attitudes and roles of others break 
through. The individual has effectively iso- 
lated himself, and has determined his own 
eventual destruction, by his inability to see 
himself and the social situation from a 
many-faceted view. 

Role-taking skill can, in fact, be con- 
sidered a pivotal criterion for mental health. 
In his ability to take roles, the individual 
allows himself a flexibility, an adaptability 
and re-adaptability that makes for a con- 
stantly buoyant orientation to a changing 
social field. An individual who cannot take 
roles, risks submerging himself in unverifi- 
able private thoughts and delusions, as his 
suspicions and susceptibilities are rein- 
forced into a false dogma, which is un- 
questioningly adhered to. In his inability 
to throw fresh social light upon his private 
preoccupations, by taking the role of others, 
the paranoid becomes a dogmatist. His 
theory (delusion) was initially a mental 
release from an intolerably uncertain situa- 
tion, but he becomes hedged in by the 
dogma itself.? Now paranoia is a very graph- 
ic illustration of how social isolation is 
effected by the inability to use thought 


2 Cf. Boverman’s suggestions on the therapy of 
paranoiacs(14). He points out that the therapist 
should be honest with the patient, make it known 
that he considers him ill, and not humor him. In 
other words, the therapist should very early at- 
tempt to undermine the false theory, by injecting 
into it some incompatible facts. It would seem that 
confronting the patient with the therapist’s reality 
serves to attack the paranoiac inference before it 
can luxuriate. Before, in other words, it can ac- 
complish what it sets out to do, which is to create 
an unplugging of the situation. The therapist then 
becomes a contact in reality, for which the patient 
must forfeit in part his false inference. His inhibi- 
tion would thus increase, creating motivation for 
a therapeutic cure. 
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properly in reality-testing. The main func- 
tion of natural scientific inference is there- 
by defeated. We are tempted, therefore, 
to support the view that here, indeed, is an 
objective criterion for pathological behav- 
ior. The question is prompted : 


Can the idea of mental health be considered 
a phenomenon purely relative to cultural 
norms, when role-taking skill defines the in- 
dividual’s flexibility and adaptability, and 
therefore his sound social functioning ? 


It would seem that objective criteria for 
social man do exist. But we have not yet 
examined the crucial dichotomy of preliter- 
ate social versus postliterate private think- 
ing. 


SOCIAL PHILOSOPHY AND THE 
IDEA OF “EMERGENCE” 

George Herbert Mead formulated a bril- 
liant philosophy of social man which cul- 
minated in a challenging hypothesis : that 
mind is an evolution in nature, and that 
sociality gives form to emergent mind. 
Mind, in other words, is first formed in the 
infant’s taking the role of others to orient 
his own action by natural inference. So that, 
evolved on its highest level, consciousness 
is wholly socially reflexive : the individual 
apprehends as wide a variety of general- 
ized standpoints as possible. By taking the 
role of the other in thought, the mind can 
be projected to any part of the universe ; 
the man from Mars enters our thinking to 
examine us critically. Meaning in life is 
fashioned from the perspectives which 
thought can encompass. Beginning as pain- 
ful inference to overcome physiological 
helplessness, the infant's mind becomes, 
ultimately, an impersonal, socially reflexive 
entity, projecting disembodied scientific 
concepts. Through impersonal rational 
mind, man becomes wholly social. 

But he does not become personally 
social. Here is the rub. Implicit in our dis- 
cussion of role-taking is the idea that it 
may serve two kinds of thought processes : 
1. That process whereby the individual as- 
sumes the attitudes of others, inferentially, 
in a social situation ; 2. That process where- 
by the individual makes various inferences 
in sytematized abstract thinking. In order 
for science and logic to luxuriate, literacy 
and symbolic manipulations had to succeed 


a constricting illiteracy, so that the dexter- 
ity of mind in inferring complementary 
propositions could be given free rein.* The 
consequences of this for the individual may 
now be considered ominous. Role-taking 
in science and logic, the rapid leafing- 
through mentally of complementary and op- 
posing attitudes, releases the mind from in- 
hibition. But in his juggling of abstract 
symbols, the individual formulates problems 
and hypotheses that have no relationship 
to present, external reality. The impasse 
which one reaches in a private, logical 
problem is an introverted one, it does not 
need social proving out. When literacy 
enabled the rise of science, man could pro- 
ceed to unbridled use of role-taking in in- 
ferential logical analysis independent of his 
own organismic experience. Mind, in other 
words, loses its primary social function, 
as it becomes peopled with systems of 
visual abstract symbols. Logic becomes in- 
ternally uninhibiting, and the social proving 
out of the most esoteric products of mind 
is totally unnecessary. Einsteinian genera- 
tions of thinkers could live a part of each 
day taking the role of light beams around 
the sun, and thus be truly lost to the social 
community a good part of the time. 

Emergent mind seems to operate with a 
vengeance against the animal's boundness 
to the here and now. When the “superego” 
is implanted in the child, his mind is 
claimed for society. Paradoxically, the fur- 
ther development of rational thought serves 
to separate the individual more and more 
from his early symbolic identifications, 
whether as the growth of the scientific 
thinker or the religious convert. The self- 
custodial function of the superego runs 
its full course: as rational scientific mind 
becomes thoroughly social, the individual 
is given the possibility of becoming asocial. 
The written word and the development of 
logic serve to free man from a personal 
dependence upon the immediate social 
world. 


PUBLIC VERSUS PRIVATE LOGIC 
Despite the abstract level of our discus- 


sion thus far, its import to a practical psy- 


3 This does not imply any absence of abstract 
inferential skill on a preliterate level—only that in 
the absence of literacy symbolic dexterity is seri- 
ously hampered. 
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chiatry is quite clear. As private logic 
enables the luxuriation of a symbolic world 
that is idiosyncratic, the individual is al- 
lowed to create a psychological behavioral 
world as fantastic as that of the legendary 
“primitive.” In other words, though we 
should like to imagine that the growth of 
literacy has permitted an unprecedented 
realism, we may be as far from it, individu- 
ally, as ever—and perhaps even a good deal 
further. If the separation of public and 
private logic represents a growing historical 
dichotomy, the subjective and objective 
worlds are no nearer to determination by 
realistic standards. 

Margaret Mead once observed, that in 
our culture cause and effect thinking is 
culturally-learned. Quite naturally, we link 
present happenings to past causes, even if 
thereby we really learn or explain nothing : 
The psychiatrist is best witness to the 
patient who painstakingly links present 
malfunction to minute sexual trauma of the 
past, when in reality these have nothing to 
do with his basic problem. Furthermore, 
although we culturally value the idea of 
realism, the testing and proving-out of 
propositions, it might be found that we are 
quite off the mark in most of our thinking. 
At the present point in history, it would 
probably take a visitor from an uncorrupted 
planet to discover the illogic in our minute 
checking out of the mechanical details in a 
new car, which we may have never needed 
yearly-renewed in the first place. 

Hallowell has well presented the main 
function of culture for the human animal 
(15). Culture provides the self-reflexive hu- 
man with a psychological behavioral world 
designed to furnish him with the one pre- 
mise without which he cannot live : the con- 
viction that he is an object of primary 
value in a world of objects. Culture, in 
brief, provides the symbolic myth of mean- 
ing to an otherwise impossible world. Since 
man is the only animal who can reflect, 
who can objectify himself, he is thus also 
the only one who must infuse his self- 
objectification with a sense of primary 
value. This basic function of culture is well- 
known and unassailable. It follows, of 
course, that if each individual must assign 
himself a sphere of primary value in a psy- 
chological behavioral world, each society 


tends to arrogate unto itself the pretension 
to a symbolic meaning system that is unim- 
peachable—if it is at all approachable by 
others. Ethnocentrism is not a historically 
conditioned habit of thought, or a laxness 
in logic, it is a condition of self-referential 
existence. It is, therefore, only natural that 
our 20th century society should pride itself 
on the attainment of the highest realism 
possible, and thus consider itself to culmi- 
nate a long tradition of historical striving. 


THE FREEDOM TO DIE AND THE 
COMPULSION TO CONFORM 


But there are at least two very trenchant 
reasons for doubting that widespread real- 
ism is characteristic of our culture. In the 
first place, as indicated above, the private 
world of the literate thinker may never 
be socially proven-out. The logical manip- 
ulations of the scientific theorist may pro- 
vide both himself and a good percentage of 
his fellows with a full time activity that may 
only be proven totally unreal several gen- 
erations later. Not only does the individual’s 
private logic permit him a socially-accepted 
positive self-valuation on the basis of his 
“scientific genius,” but his real alienation 
from the world of reality can, like paranoia, 
proceed without check. In the second place 
—and this is really the crux of the matter— 
this alienation has nothing to do with sur- 
vival in an immediate sense. 

Radin’s Winnebago could afford to be 
tolerant of the individual's deviation by pri- 
vate thoughts. Besides, where community 
survival hinges on some sound everyday 
logic in hunting and fishing, and everyone 
usually pitches in in the task, social test- 
ing of individual preoccupations is never 
long delayed. Shared activities upon which 
life and death depend are more immediate, 
they demand a more strict adherence to 
logical rules that can be perceived by all. 
The individual who demonstrates subjective 
deviation or nonsense in the dangerously 
exacting job of off-shore communal fishing 
will often be quickly dispatched into un- 
consciousness by an alert group. 

In civilized living, on the other hand, 
survival just “happens” in the midst of 
confusingly plural activities. For most, the 
essentials of life are “born packaged,” and 
the sight of animal slaughter sickens. With 
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social survival assured in a society of plenty, 
and with the products of private logic sus- 
ceptible of remaining untested during an 
entire lifetime, the individual can no longer 
destroy himself, like Radin’s Winnebago. 

Thus, our society is unique in that, not 
only is the individual immune to self-des- 
truction by following his private logic, but 
even were he to follow it to the point of 
extreme catatonia, we do not let him die. 
Our society places a positive value on neo- 
nates, aged and maladjusted that in itself 
might be considered culturally and histori- 
cally somewhat peculiar. (One has only to 
compare the treatment of the old and infirm 
among the Eskimo and certain African 
tribes ; the neonate cannibalism among the 
Australian aborigines ; and the alacrity with 
which the natives brought their mentally 
ill to the first Madagascar mental hospital 
opened by the French—they no longer had 
to kill them. ) 

The primitive, in other words, tolerates 
the aberrant private logic because he also 
tolerates the self-destruction which it en- 
tails. By the very same cause and effect, 
we do not tolerate the self-destruction, and 
therefore do not tolerate the private world 
view. Carstairs observed that to the extent 
that private logic is considered dangerous 
to a society, it will be controlled. In those 
instances in which magical thoughts are a 
menace to the whole community, the in- 
dividual’s own death may be unimportant, 
but the damage he can do with his mind is. 
Thus, in this sense, we are just as restrictive 
of individual freedom as is the primitive, 
and perhaps more so. We have not im- 
proved on the formula, but only coined a 
peculiar cultural version of it : having saved 
the individual from death, we have also to 
take the next logical step, which is to bring 
his thinking into line with that of the rest 
of society.* 


4 Recent class studies of mental health show 
sharp discrepancies that seem to support the primi- 
tive-modern dichotomy outlined above. In social 
class 5, where survival is always more or less at 
stake, “mental health” is almost uniquely an em- 
pirical, objectively determinable phenomenon : is 
performance of the breadwinner adequate to as- 
sure family survival, despite the most personal of 
idiosyncracies ? In class 1, on the other hand, 
where survival is largely assured, a close interper- 
sonal and personal check is kept on social function- 


The ineluctable historical innovation of 
literacy, private logic and an economy of 
plenty seem to exacerbate the problem of 
mental health. To what extent can we 
clarify, by attempting to view objectively 
the peculiar rationalizations of our culture 
as it copes with these innovations ? This 
is a research problem of no small import. 
For example, a lobotomy not only prevents 
individual “death,” it also prevents cultural 
death. The primitive, by allowing his devi- 
ant to die, forestalled thereby any living 
reproof to the sacrosanct symbolico-cultural 
system of sustained meaning upon which 
society depended. The cultural myth of 
action and meaning had to be unshakable, 
since deviation from it demonstrably meant 
death. But the living mental deviant in our 
society permits no such ready reinforce- 
ment. Allowed to live, his private distorted 
meanings assume an unnatural discord- 
ancy ; they threaten to illuminate the trans- 
parency of the culturally-fabricated mean- 
ing from which humans draw sustenance. 
We can rejoice when the disease-ridden 
patient triumphs over natural biological 
limitations. But it is quite otherwise with 
culture: man cannot allow triumph over 
or indifference to his own fabrications of 
meaning. 
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HUNGER AND SATIETY ' 


ALBERT STUNKARD, M.D. 2 


Recent physiological discoveries have out- 
moded what is still the prevailing clinical 
theory of hunger. This paper describes 
these discoveries and considers their impli- 
cations for our understanding of overeat- 
ing. First, however, let us examine our cur- 
rent theory of hunger. 


A “PERIPHERAL” THEORY OF HUNGER 


The physiology underlying the hunger 
drive had been a subject of speculation for 
100 years when the observations of Cannon 
(1) and Carlson(2) at the beginning of the 
century gave rise to the first empirically 
based theory of hunger. While studying the 
gastric motility of human subjects, Cannon 
in 1912 discovered that hunger pangs coin- 
cided with powerful contractions of the 
empty stomach. Hunger—both as a sensa- 
tion and as a drive—was thereupon referred 
to these gastric “hunger” contractions and 
they were ascribed a primary role in the 
regulation of food intake. In this view, a 
state of nutritional depletion was the stimu- 
lus to the gastric contractions and the dis- 
comfort of these contractions motivated 
food-seeking behavior. This resulted in the 
ingestion of food which restored the deplet- 
ed nutritional state and so removed the 
stimulus to the gastric contractions. Without 
these contractions there was no longer an 
impetus for food-seeking behavior. 

This theory adequately described the 
known facts and it served for many years 
as the standard explanation of hunger. Such 
success was no doubt partly due to the high 
prestige of peripheral drive theories, of 
which this theory of hunger was a most 
respectable member. The essence of these 
theories was that they located the origin 
of drives in peripheral structures such as 
the stomach (hunger), the throat (thirst) 
and the genitals (mature sexual behavior). 


1 This work was supported in part by a grant 
from the National Institute of Mental Health, 
National Institutes of Health, U. S. Public Health 
Service. 

2From the Departments of Psychiatry and 
Medicine, University of Pennsylvania, Philadelphia, 
Pa. 
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One of the finest analyses of peripheral 
drive theories, that of Freud’s 1916 paper 
on “Instincts* and their Vicissitudes”(3), 
is summarized schematically in Figure 1. 


| OBJECT 


SOURCE 


FIGURE 1 
Schematic Summary of the Peripheral Theory of Hunger 
Described in the Text 


He defined the “source” of the drive as 
“that somatic process in an organ or part of 
the body from which there results a stimu- 
lus (which is) represented in mental life 
by an instinct.” The “source” gives rise to 
behavior called the “aim” which “seeks to 
abolish the condition of stimulation in the 
source of the instinct.” This “aim” is 
achieved through the final term in the 
equation,—the “object”—, a person or thing 
which is defined as “that in or through 
which the drive can achieve its aim.” This 
analysis reveals how similar the peripheral 
theory of hunger is to Freud’s most endur- 
ing theory of drives. His model is just as 
appropriate for dealing with behavior be- 
lieved to have its origin in the stomach as 
for that with sources attributed to the oral, 
anal and genital regions. 

To summarize peripheral drive theories : 
a disequilibrium in the internal milieu acti- 
vates a peripheral structure which in turn 

In this translation the German Trieb (drive) 
has been rendered as instinct. 
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triggers off behavior designed to restore 
the internal milieu. Once this restoration 
is achieved the peripheral organ stops send- 
ing out stimuli and the drive runs out of 
steam. To anticipate the new developments 
in drive theory we should note that in the 
peripheral theories satiation is simply an 
incidental aspect of a drive. It is no more 
than what happens when a drive runs out of 
steam. 


A “CENTRAL” THEORY OF HUNGER 


Two lines of investigation sounded the 
death knell of the peripheral theories of 
hunger. One discovered events which could 
not be explained by a peripheral theory 
and the other uncovered evidence for a 
central theory. 

Grossman showed that denervation of the 
human stomach did not abolish either the 
sensation of hunger or the ability to regulate 
food intake and that animals were perfectly 
capable of regulating food intake following 
gastric denervation(4, 5). Furthermore, the 
removal of the entire stomach in man does 
not abolish hunger sensations and such in- 
dividuals can regulate food intake(6). In 
the face of such evidence it is hardly pos- 
sible to accord to the stomach the vital role 
assigned it by peripheral theories. 

The decline of the peripheral theory of 
hunger has been hastened by a series of 
remarkable physiological discoveries. The 
reticular activating system and the limbic 
system, structures with enormous potential 
for our understanding of behavior, have 
been extensively investigated. And of even 
greater significance for our understanding 
of hunger has been research on the hypo- 
thalamus. Here, in an area no larger than 
2 cubic centimeters, have been discovered 
neural centers which control such diverse 
activities as feeding, drinking, respiration, 
sleep, emotionality and sexual and maternal 
behavior. These centers are sensitive to a 
wide variety of influences ; indeed, every 
influence which has been implicated in the 
motivation of behavior affects hyphothala- 
mic centers—peripheral sensations, higher 
nervous activity, hormones and changes in 
the internal milieu. This striking localization 
of sensory and motor functions strongly 
suggests that the integrating mechanism 
for motivated behavior lies in the hypothal- 


amus. Here, rather than in peripheral struc- 
tures, the determinants of drives are regis- 
tered and processed, and goal-directed be- 
havior is instituted, This vital role of the 
hypothalamus makes its characteristics of 
profound importance for our understanding 
of behavior. One characteristic of its neural 
organization is particularly relevant to the 
hunger drive. The hypothalamic centers 
mediating hunger consists of not 1, but 2 
pairs of nuclei,—one for initiating and one 
for inhibiting feeding behavior. Why this 
division of labor ? 

Stellar has summarized current views in 
his proposition that the “arousal of motivat- 
ed behavior is determined directly by the 
output of the excitatory mechanism and the 
satiation of motivated behavior by the out- 
put of the inhibitory mechanism”(7). And 
judging by their relative sizes the inhibitory 
mechanism is fully as important as the ex- 
citatory. Now this is a remarkable notion! 
Our behavioral analyses have long viewed 
satiation as a purely incidental aspect of 
the drive—what happened when the drive 
ran out of steam. But if satiation were mere- 
ly such an epiphenomonen, why should it 
need such a powerful neural apparatus ? 
Clearly this anatomical fact forces us to 
reconsider the nature of satiety. 


THE NATURE OF SATIETY 


It is easier to find a rationale for known 
structures than to deduce such functions 
before the structures are known ; and any 
effort to find a rationale for a dual control 
system for feeding behavior is just such a 
post hoc exercise. Nevertheless, the time rela- 
tions of eating and satiety,—and particularly 
the lag between satiety and repletion of the 
internal milieu—strongly suggest that some 
such control is necessary. Eating stops con- 
siderably before the internal milieu is re- 
stored to the conditions which were pres- 
ent at the time the drive was activated. 
Indeed, if eating terminated only when the 
internal milieu had been restored to equilib- 
rium, any food still in the gastro-intestinal 
tract, often a considerable amount, would 
produce an overshoot in caloric repletion. 
Accordingly, in defining satiation, it is 
necessary to add to traditional drive theory 
a time-delay function which shuts off eat- 
ing at a time prior to the complete restora- 
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tion of caloric equilibrium. 
Communications engineers have found 
that a time-delay function can be intro- 
duced into an automatic regulatory system 
by a single sensing device, provided that the 
system functions under rigidly controlled 
circumstances. To maintain stability under 
circumstances as variable as those of feed- 
ing behavior, however, 2 sensing devices 
are necessary, one for stopping as well as 
one for starting eating. The requirements of 
automatic control, thus, provide our sought- 
for rationale for the importance of satiety. 
This increased importance of satiety is 
illustrated in Figure 2, where we see that 


[SOURCE] [SATIETY | 
FIGURE 2 
Schematic Summary of the Central Theory of Hunger 
Described in the Text 
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satiety has been removed from its implicit 
position in the source of the drive and has 
been added as another term to the equation. 
What is the effect of this reformulation 
upon our understanding of obesity? Its 
greatest effect is to free us from a major 
constraint of the older theory and to give 
us more freedom in explaining behavior. 
For example, we are no longer forced to 
explain all overeating as a manifestation of 
an increased hunger drive. Increased activ- 
ity of the feeding centers may, indeed, pro- 
duce overeating. But it could also result 
from a decreased activity of the satiety 
centers; and these 2 forms of overeating 
may differ dramatically. These possibilities 
will be illustrated with examples from 
animal and clinical studies. 


ANIMAL STUDIES 
Experimental work has shown that eating 


behavior may vary greatly depending upon 
the conditions which initiate it. The tradi- 
tional method utilizes food deprivation. 
After a period of food deprivation an ex- 
perimental animal will not only eat a large 
amount of food but, when obstructions are 
put in the way of his obtaining this food, he 
will work to overcome the obstructions. This 
sequence is so consistent that the duration 
of food deprivation can serve as a measure 
of the strength of the drive. This relation- 
ship holds whether drive is measured in 
terms of how much food the animal eats, 
how heavy a cover to the food dish he will 
lift or how much electric shock he will take 
to reach the food. 

This equating of duration of food depri- 
vation and strength of drive had been so 
firmly established that we were quite unpre- 
pared for the paradox introduced by Miller, 
Bailey and Stevenson in their paper on “De- 
creased ‘Hunger’ but Increased Food Intake 
in Hypothalamic Obese Rats.” These au- 
thors showed that destruction of the hypo- 
thalamic centers mediating satiety resulted 
in a peculiar form of overeating. As long as 
food was freely available, the animals over- 
ate. However, as soon as any obstruction 
was placed in the way of their eating,—as 
soon as they had to work for food,—they 
simply sat down on the job. Thus, by any 
of the traditional measures of drive strength 
the rats were not hungry ; but, when pro- 
vided free access to food, they overate. This 
phenomenon poses a formidable explana- 
tory problem to traditional drive theory ; it 
is a logical consequence of the view that 
overeating can result from a failure of 
satiety. 


CLINICAL STUDIES 
Normal eating behavior in man is subject 
to conditions remarkably similar to those 
existing in the lower animals. In both man 
and animal the strength of the hunger drive 
depends almost exclusively upon the dura- 
tion of food deprivation. After eating, drive 
level is low and it increases with increas- 
ing deprivation. In the animal this increase 
is measured by determining how much it 
eats and by how hard it will work to get 
food. These measures can be used in man, 
and, in addition, man’s vast repertoire of re- 
sponse permits us to measure the effects 
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of food deprivation upon many other forms 
of behavior. Several studies show that food 
deprivation produces consistent effects upon 
perception, fantasy and overt behavior. The 
per cent of food images in ambiguous pic- 
tures, for example, increases with food de- 
privation(9). Under such circumstances 
there is an increase in certain food-related 
fantasies evoked by Thematic Apperception 
Test cards(10). Finally, increasing food de- 
privation produces an increased tendency 
toward social affiliation(11). 

Abnormal eating behavior in man does 
not exhibit these comfortable regularities 
and our conceptual tools have been limited 
by the constraints of traditional drive 
theory. We have today only one explanation 
as to how neurosis can produce overeating : 
drives which cannot otherwise achieve out- 
let take over the channels of discharge of 
the hunger drive. This drive-displacement 
theory of overeating has for years been the 
assumption of most clinical literature on 
obesity. 

What of the alternative? Is there any 
virtue in looking at disturbed eating be- 
havior from the point of view of satiety as 
well as of hunger ? Do we find any examples 
which might be attributed to a failure of 
satiation as distinguished from an increase 
in hunger drive ? The answer is yes ! Many 
obese patients describe their overeating in 
terms far more appropriate to a failure of 
of satiety than to an increase in drive. How 
rarely do even intensely neurotic obese 
persons tell of an irresistable compulsion to 
eat large amounts of food! And how fre- 
quently does the exasperated housewife tell 
of her inability to stop nibbling once she 
has begun! The distinction between in- 
creased hunger drive and impaired sati- 
ability becomes even more marked in the 
small number of obese persons who eat in 
abnormal stereotyped patterns. 

This distinction recently led to a fruitful 
reappraisal of an obese man who had long 
been considered a “compulsive eater.” The 
patient’s overeating had begun abruptly 
following a bout of encephalitis at the age 
of 12, and it had been present ever since, 
not apparently affected by changes in his 
life situation. This seemed unusual if his 
overeating were indeed compulsive, and in- 
vestigation raised further doubts about the 


diagnosis. He said that he did not feel any 
compulsive quality to his overeating. In- 
deed, he never felt any strong urge to eat, 
and he was perfectly content to forego food 
for periods of as long as 18 hours during ex- 
perimental studies which claimed his atten- 
tion. His overeating afforded none of the 
relief of tension which might be expected to 
follow the performance of a compulsive 
ritual, nor did it arouse any apparent guilt. 
Instead, he attributed his overeating to a 
disinclination to stop eating as long as food 
was available. In short, this man, who had 
suffered extensive brain damage, ate very 
much like a rat with experimental damage 
to its hypothalamic satiety centers. It seemed 
entirely possible that this man overate for 
the same reasons. 

A more common clinical picture charac- 
terized by an inability to stop eating is the 
“night-eating syndrome”(12). Persons with 
this distinctive eating pattern are anorexic 
during the morning and may eat little or 
nothing before noon. By supper, however, 
they have begun to eat heavily, and they 
continue all evening, often until late at 
night. When asked to describe their feelings 
during such periods these persons rarely 
speak of being hungry, and many of them 
even volunteer that they are not overeating 
because of hunger. They report, rather, that 
they frequently find themselves “nibbling” 
and just can’t seem to stop. It is noteworthy 
that if they cannot begin eating they rarely 
develop any strong desires to eat or make 
any great effort to obtain food. Even when 
they are severely agitated, there is none of 
the goal-directed urgency of the addict de- 
prived of his narcotic or the alcoholic at 
the outset of a binge. 

There is no reason to believe that the 
night-eating syndrome results from any ir- 
reversible damage to the hypothalamic 
satiety centers. It seems, rather, a reaction 
pattern which occurs during periods of 
life stress and which disappears with relief 
of that stress. Its characteristics, however, 
suggest a functional impairment of the 
satiety apparatus. 

Once we can describe overeating not 
based on an increased hunger drive, over- 
eating which is based on an increased hun- 
ger drive becomes a meaningful idea. 
Viewed in this critical manner, one form 
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of overeating definitely seems to result 
from an increased hunger drive. A small 
number of obese persons overeat in a pat- 
tern which we have called “binge-eating” 
(13). Such eating often has an orgiastic 
quality and enormous amounts of food may 
be consumed in relatively short periods. 
In contrast to most obese persons, binge 
eaters do report an irresistible compulsion 
to overeat and their descriptions are con- 
cerned far more with the intensity of their 
need to eat than with any inability to stop 
eating. Eating binges often begin with ex- 
plosive onset and are usually followed by 
periods of remorse and self-condemnation. 
Although binge-eaters emphasize the mys- 
terious “out of the blue” quality of their 
binges, acquaintance with their life situa- 
tions reveals that the binges occur during 
periods of life stress. They are particularly 
common during depressive reactions, and, 
in contrast to other forms of overeating, 
appear to have highly personalized uncon- 
scious meanings. 


WHAT OF THE FUTURE ? 


Where do these ideas lead? The way 
seems clear. If overeating can indeed result 
from either an increase in drive or a de- 
crease in satiability, this difference should 
be experimentally demonstrable. We have 
described methods for measuring increased 
drive. How impaired satiation could be 
demonstrated in a clinical setting is less 
clear, but an effort to develop methods to 
test a potentially fruitful theory could be a 
welcome change from our current all-too- 
sterile empiricism. Once such methods are 
available, there are a great many questions 
to ask : 

Can obese persons be distinguished from 
non-obese persons and from each other by 
their tendency to show an increased drive 
or a decreased satiability ? Does either pat- 
tern become intensified during periods of 
stress ? Is there any connection between a 
pattern and biochemical or personality vari- 
ables ? Can the patterns be experimentally 
manipulated ? And, ultimately, how can this 
information help our patients ? 


NEUROLOGY AND “NEUROLOGIZING” 


In his delightful essay on “Drives and 
the C.N.S. (Conceptual Nervous System)” 


Hebb(14) pointed out that, despite even 
determined attempts to escape “neurolo- 
gizing,” most psychological theories are 
influenced by our conceptions of the central 
nervous system. He therefore proposed 
that “if we must neurologize, let us use the 
best brand of neurology that we can find.” 
Hebb’s plea to his academic colleagues can 
be even more appropriately addressed to 
psychiatrists, for psychiatric theories have 
been influenced at least as much by neurol- 
ogizing as have been those of academic 
psychology. Indeed, if we confine our at- 
tention to the history of drive theory, the 
parallels between academic psychology and 
medical psychology are striking. 

During the first years of the century aca- 
demic psychology was as strongly influenced 
by the instinct theories of MacDougall as 
was medical psychology-to-be by Freud’s 
libido theory. The attempt to apply these 
theories in a systematic manner, however, 
gradually revealed their various deficien- 
cies. In academic psychology the result was 
the radical repudiation of drive theory and 
the rise of behaviorism with its emphasis 
on immediately observable events. In psy- 
chiatry, the first reaction to the growing 
awareness of the deficiencies of drive theory 
was revisionism rather than revolt, and 
Freud left his libido theory standing un- 
easily beside the new ego psychology to 
which he increasingly devoted his attention. 
But this shift in emphasis only deferred the 
behavioristic assault. Although it came long 
after similar developments in academic psy- 
chology, and was never so methodologically 
rigorous, Sullivan’s theory of interpersonal 
relations may be viewed as a behavioristic 
critique of psychoanalysis and particularly 
of its theory of drives. For Sullivan’s goal 
was a shift of emphasis from the “mental 
apparatus” which had been Freud’s concern 
to the immediately observable interpersonal 
events of the therapeutic situation. 

There is no need to labor the benefits of 
behaviorism in obviating unnecessary as- 
sumptions, exposing useless constructs and 
in general tidying up our conceptual appa- 
ratus. Academic psychology and psychiatry 
have gained too much from this latter-day 
Occam’s razor ever to long for a return of 
the good old days of transmutable drives 
and ambiguous energies. Nevertheless neu- 
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rophysiology is providing us with informa- 
tion so obviously relevant to behavior that 
it can hardly be ignored. If, instead of 
merely tolerating these new findings, we 
set to work to use them to construct new 
and better theories about drives, a great 
deal of exciting material lies at hand. And 
we could proceed with the comforting 
knowledge, not always available to our fore- 
bears, that these theories could be anchored 
to hard facts and tested at all kinds of con- 
venient places. Already physiological psy- 
chologists have seen the possibilities and 
are applying these notions to their work on 
animals. Can clinicians afford to tarry ? 


SUMMARY 

New physiological discoveries are provid- 
ing the behavioral sciences with a unique 
opportunity for the reconstruction of tradi- 
tional theories of motivation. We are no 
longer constrained, for example, to view 
overeating solely as a result of an increased 
hunger drive. This apparent contradiction 
results from the demonstration that the 
hypothalamic centers mediating hunger and 
satiety have separate anatomical localiza- 
tions and separable behavioral consequen- 
ces. Overeating can thus theoretically result 
either from an increase in hunger drive or 
from an decrease in satiability. The first 
possibility has generally been accepted with 
little question. The second has now been 
demonstrated by experimental damage to 
the satiety centers Of animals who there- 
upon present the paradox of an animal 
which eats itself into obesity through a 
hunger drive which is actually reduced in 
intensity. Recent clinical studies suggest 


that either decreased satiability or increased 
drive may occur in human obesity. Persons 
manifesting the “night-eating syndrome” re- 
port an inability to stop eating rather than 
any increased desire to eat. Obese persons 
who overeat in binges, on the other hand, 
report compelling urges to overeat at such 
times. 
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HORACE AND MENTAL HEALTH 
SISTER EMILY JOSEPH, C.S.J.1 


One has not to search far among the per- 
sonalities of classical] times to find a reliable 
exponent of the principles of mental health. 
The life lived by Quintus Horatius Flaccus 
and the guides he proposed for happy living 
might well serve as material for a modern 
textbook entitled Principles of Mental Hy- 
giene. 

Authorities in this field of mental health 
are hesitant to say that psychological dis- 
turbance and the various aspects of mental 
disorders which today’s psychiatrists have 
diagnosed and classified are more prevalent 
in our modern world than they were in days 
gone by. This much can be said : the formal 
awareness of emotional problems is one of 
the characteristics of our age. Furthermore, 
the specialists are ready to itemize the per- 
sonality factors that characterize the mental- 
ly healthy person. In capsule form the men- 
tally healthy person may be described as : 
1. One who feels comfortable about him- 
self ; 2. One who feels right about other 
people ; 3. One who can meet life’s de- 
mands. 

The mental hygienist, attempting to elab- 
orate upon each of these points, constantly 
strikes chords, iterates themes which bring 
a smile to the lips of the admirer of Horace. 
Why not invite the poet from Apulia, ex 
humili potens, to speak in person upon this 
topic and, by suggestions and illustrations 
from his own life, expound the principles 
that make for emotional stability and mental 
adjustment ? Perhaps this sophisticated 20th 
century can still glean something from the 
wisdom of the past. 

With a gracious smile Horace responds to 
the invitation, mounts the rostrum, and as- 
sumes the role of clinical psychologist. A re- 
lieved expression appears on the faces of the 
psychologists in his audience as Horace pre- 
faces his lecture, in his own simple and un- 
forgettable manner, with one of their own 
fundamental principles : “You are not sim- 
ply body without a heart !”(1) 

Horace first approaches the idea that the 
mentally healthy person is one who feels 
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comfortable about himself. He draws upon 
scenes from Homer to indicate that one 
must not be mastered by one’s emotions, 
whether they be fear, anger, envy, distrust, 
or any others. Paris, he implies, was mad, 
refusing obstinately to give up Helen even 
to enjoy personal safety, a kingdom, and a 
life of happiness(2). Next he cites Achilles 
and Agamemnon, childishly squabbling for 
their war prize. In their case, too, the trou- 
ble evolved from uncontrolled emotions(3). 
Invariably, the poet observes, those who let 
their emotions get beyond their control 
bring suffering to those closest to them(4). 

Avarice and greed are, in Horace’s esti- 
mate, a positive form of mental illness. He 
actually says so, and declares that the pos- 
session of estates and unlimited wealth can- 
not relieve the fever that torments the suf- 
ferer, for: “You're not taking care of the 
emotion !”(5). Anger, too, must be con- 
trolled : “Anger is temporary insanity ; con- 
trol this emotion !”(6). As for the mental 
torture induced by the passions of jealousy 
or envy, Horace declares that it exceeds all 
physical tortures that can be conceived(7). 
Ambition, too, on the part of one not fitted 
for the position to which he aspires is, in 
Horace’s eyes, another manifestation of poor 
self-adjustment. The path of such a one will 
be strewn with unpleasantness and possible 
frustration(8). With a wry smile that im- 
plies “present company excepted,” Horace 
adds a final observation on this point : “Se- 
lect anyone at all from amid a crowd : his 
craving for money or for paltry popularity 
makes him a sick man”(9). 

Once such passions and emotions are set 
in order, mental health is, to some extent 
at least, secured : “Let the soul find joy in 
the present moment and disdain to worry 
about what lies ahead and let it season the 
bitter things of life with a quiet smile”(10). 
Having learned the therapeutic powers of 
a bit of gentle laughter when things go 
contrary to his expectations or desires, the 
well-adjusted person, far from succumbing 
to frustration, shrugs his shoulders with the 
observation : “Nothing is in every respect 


perfect !”(11). 
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The proof that such a reaction is not cyni- 
cism, Horace would insist, lies in the indi- 
vidual’s ability to laugh at himself. This 
Horace shows that he could do in the amus- 
ing and exaggerated description of his own 
helpless state of victimhood as he is first 
caught, then tortured, by the garrulous and 
insistent persona non grata who accosted 
him one sunny morning along the Via Sacra 
(12). It is to provide a laugh at his own 
expense that he elsewhere draws the sorry 
picture of himself, a man in his mid-twen- 
ties, stammering in boyish embarrassment 
as he presented himself for an interview 
with the mighty Maecenas(13). 

Horace would be the first to admit, with 
the psychiatrists, that everyone has certain 
basic needs. Unless these are satisfied, the 
emotional life of the individual is disturbed, 
with results which range in seriousness from 
the trivial to the extremely grave. Foremost 
among these needs is the desire for accept- 
ance and security. Horace recalls that, re- 
turning to Rome after the Battle of Philippi, 
he faced a crucial period of transition in 
which he might easily have become the vic- 
tim of a set of circumstances disruptive of 
his emotional stability. His father was dead ; 
he was without friends, or funds, or job, in 
the Capitol ; his military service had been 
with the defeated troops. How warped one’s 
personality can become and how prone one 
is to manifest hostility when one suffers from 
deprivation of a basic need is evidenced by 
the cynical, embittered tone of his earliest 
poetic attempts, composed during the lei- 
sure hours provided by an insignificant and 
uninteresting job as a quaestor’s clerk. 

Fortunately, two young poets of the day 
manifested an interest in the unknown but 
promising author of the cynical verses and 
recommended him to the attention of one 
of the foremost citizens of the day, the 
wealthy patron of the arts and Augustus’ 
friend and adviser—Maecenas( 14). Horace’s 
loneliness, disillusionment, and discourage- 
ment were dispelled when Maecenas invited 
him to join his social and literary coterie. 

Horace next remarks that a mentally 
healthy person neither overestimates nor 
underrates his own abilities. Pointing 
to passages in his writings, he indicates his 
awareness of his own limitations: he gave 
up attempts to write verses in Greek(15), 


refused to attempt epic poetry(16), and 
spoke modestly of the talents that were his 
(17). He even refused to lay claim to the 
title of “poet” at the time when he was writ- 
ing his earlier satires( 18), but acknowledges 
that in his later efforts—his Odes—there are 
present the 3 elements which he prescribes 
as requisites for great poetry, viz., natural 
talent, inspiration, and the ability to utter 
noble thoughts(19). 

A favorite passage eloquently indicates 
that he has achieved the success he desired 
and finds his need for security satisfied : 


I have completed a monument more en- 
during than bronze and loftier than the 
royal pile of the pyramids, one which the 
wasting rain, the furious North Wind 
cannot destroy—no, nor a countless series 
of years nor the flight of ages. Not all 
of me shall die(20) ! 


Even more indicative of sound mental 
health, says Horace, is the ability to derive 
satisfaction from the simple pleasures of 
everyday life(21). With senseless extrava- 
gance many wealthy Romans of Horace’s 
day were rearing sumptuous palaces and 
vulgarly displaying their wealth(22). In 
contrast to their restless, anxious, grasping 
avidity is the quiet delight that he finds in 
Maecenas’ precious gift of the Sabine Farm 
(23). Only contentment with one’s humble 
lot can bring peace of soul(24). Why, he 
asks, should he exchange his home in the 
hills for some luxurious, modern dwelling 
whose attractions will probably allure 
thieves—or raise his taxes(25) ? 

Horace points out that most men fail to 
find happiness in life and consequently suf- 
fer from various degrees of maladjustment 
simply because they cannot rest content 
with their lot in life(26). Not that he for- 
bids one to devote his energies to self-im- 
provement ! Far from that ! “There is meas- 
ure in all things,” he says(27) ; but, he con- 
cludes, it is the rare thing to strike this 
happy mean ; consequently, those who have 
lived well-adjusted lives are in the minority 
(28). 

At this point Horace interrupts his lecture 
to draw some papers from a briefcase. He 
begins to read: “Once upon a time, the 
story goes, a country mouse welcomed a 
city mouse in his poor hole, host and guest 
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alike being old friends”(29). The passage 
is lengthy—a delightfully vivid, Disneylike 
characterization of a sophisticated little city 
mouse who visits his old friend, a thrifty, 
hard-working country mouse, and prevails 
upon the latter to give up his toilsome life 
for the affluence and ease of the city. “At 
best,” he tells his country friend, “life is 
short ; you may as well get all the joy out 
of it that you can”(30) ! 

The advice seems sound; the host ac- 
quiesces ; together the tiny friends scamper 
beneath the protecting shadows of the city 
walls and enter a luxurious dwelling. In the 
banquet hall are strewn the remains of a 
sumptuous feast. Now it is for the city 
mouse to play the role of host and he ener- 
getically sets about serving his guest the most 
tempting morsels. A sudden disturbance 
tumbles the two intruders from the elegant 
dining-couch as the terrifying barks of Mo- 
lossian watchdogs and the clanging of fold- 
ing doors give warning of the approach of 
some of the household. Quoting the final 
observation of the shrewd little country 
mouse, Horace concludes his recommenda- 
tions about learning to derive satisfaction 
from the simple pleasures of life: “Then 
says the rustic: ‘I have no use for such a 
life, and so farewell : my hole in the woods, 
secure from dangers, will console me along 
with my homely vetch’”(31). 

Horace pauses, reaches for a glass of 
Falernian which someone has set conven- 
iently near, relishes a sip of it, and con- 
tinues : “The mentally healthy person is one 
who feels right about other people. I offer 
you a working principle : Not a soul comes 
into this world devoid of faults. The best 
is he who is loaded down with the least of 
them . . . One who expects his friend not to 
be offended by his own warts will pardon 
the other’s pimples. It is but fair that one 
who asks indulgence for his faults should 
grant it in return”(32). He recommends that 
a tolerant, or even a kindly indulgent at- 
titude be adopted in social relations. Emo- 
tional disturbance invariably results from 
poor social adjustment. In the case of the 
well-adjusted individual, his positive emo- 
tions are dominant. Love, particularly, con- 
tributes to his personality development, to 
a wholesome mental outlook, to a happy, 
well-adjusted life. 


Horace selects a number of situations met 
in ordinary living to illustrate his point. He 
describes the tendency of a father or lover 
to overlook the faults of the loved one, for 
“love is blind”(33). Does not a father give 
such nicknames as “Chick” or “PeeWee” or 
“Stretch” to sons with physical peculiari- 
ties ? A son’s stinginess the indulgent father 
calls thriftiness ; his quarrelsomeness gets 
the name frankness ; his wily ways the father 
deems shrewdness (34). This tolerance must 
extend to all age groups. As a middle-aged 
bachelor, Horace remarks, he did not find 
it too difficult—although some do—to be 
understanding of the amorous and flirtatious 
inclinations of adolescents. In fact, he en- 
courages them, for, he reminds his listeners, 
“You're only young once !”(35) 

Underlying the entire pattern of one’s 
healthy adjustment to his fellow men is the 
need for self-confidence. Early environ- 
mental factors contribute in large measure 
to the degree of self-confidence with which 
a person adjusts to social situations in later 
life. By numerous passages selected from his 
poems, Horace testifies that parental affec- 
tion shed its warmth over his childhood and 
adolescent years. In touching lines he pays 
affectionate tribute to his father, a man of 
lowly birth and slight income : “Never while 
I am in my right mind could I be ashamed 
of such a father !”( 36) 

The affection of his cherished friends, 
too, contributed to Horace’s self-confidence 
and thereby to his successful and happy 
living ; for, he says, thinking of Vergil, Mae- 
cenas, and many others, “Nothing, so long as 
I am in my senses, would I compare with 
the joy a friend may bring”(37). 

Horace pauses again as he notes that one 
of his audience has an inquiry. 

“May I ask you, sir, why you never mar- 
ried ? In view of the flirtatious tone fre- 
quently detected in your odes, I am inclined 
to think that you found the company of 
many a young woman delightful. Yet you 
remained a bachelor, even in spite of Augus- 
tus’ insistence upon the importance of large 
families for the rehabilitation of Rome.” 

“Your point is well made, my friend,” 
Horace replies genially. “The mentally 
healthy person must feel right about other 
people, particularly people of the other sex. 
I find it somewhat difficult to analyze the 
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circumstances which resulted in my bache- 
lorhood. Certainly it was not any lack of 
esteem on my part for the nobility of the 
married state. Let me quote for you a few 
lines which express my sincere appreciation 
of the fact that stability and harmony in 
marriage is a great blessing : “Thrice happy 
they and even happier whom an unbroken 
bond unites and whom a love ne’er sundered 
by embittered quarrels shall not separate 
before life’s final day’(38). Perhaps I may 
say that in my friends I found adequate 
satisfaction of my need for affection. Then, 
too, the tenor of my life was undeviatingly 
ordered by my complete dedication to liter- 
ary efforts. This precluded, almost from the 
years of my early manhood, certain enjoy- 
able but nonetheless distracting associations. 
You recall my avowal to Maecenas that my 
sole ambition was to win recognition and 
renown as Rome’s first lyric poet(39). In the 
achievement of this goal I enjoyed the sense 
of fulfillment that a man’s nature craves and 
that is satisfied, in the case of most men, by 
marriage. Thus, my life was free from the 
blighting element of frustration.” 

That the mentally healthy person is one 
who can meet life’s demands is the final 
point that the Roman satirist and lyricist 
elaborates. Life is filled with difficulties and 
it requires strenuous effort to surmount 
them ; for, Horace observes wisely, “Life 
grants nothing to man without much toil” 
(40). Self-pity has never helped anyone. It 
is for each one to find out what he can do 
about his problems and then do it. “Nil de- 
sperandum—Never despair !” warns Horace 
(41). One must be ready for the ups and 
downs that must be inevitably met. “The 
heart that is duly prepared for a change of 
fortune hopes in the face of misfortunes, 
grows wary when prosperity is prolonged” 
(42). 

Since attitudes are power houses of psy- 
chological activity, the man with a well- 
balanced outlook on life, willing to face 
reality, will achieve that all-desirable sign of 
maturity that can be called the hallmark of 
the mentally healthy person, namely, emo- 
tional stability(43). 

“I offer you a motto,” Horace smilingly 
remarks, “if you want to acquire and pre- 
serve happiness. Nil admirari(44)! Many 
put too high a value on the material goods 


and the honors of this world and allow 
themselves to become the unhappy victims 
of disturbing emotions. Make every reason- 
able effort to improve an unpleasant situa- 
tion, but at the same time accept the fact 
that some conditions do not admit of 
amelioration. In that case the virtue of 
patience is needed”(45). 

Life demands of each individual that as a 
member of society he assume his responsi- 
bilities to his fellow men and willingly uti- 
lize his talents or abilities for the good of the 
group. He must discipline himself to a mode 
of conduct that begets respect and af- 
fection rather than contempt and animosity 
from his associates. One who fails in this 
respect, whose self-centered disregard for 
his neighbor's pleasure is manifested by a 
disagreeable, non-conformist attitude, de- 
serves the treatment he receives. Typical of 
those he has in mind, Horace says, is the 
unaccommodating singer : “All singers have 
this fault in common : when among friends 
who request them to sing they can never be 
persuaded to do so; but when no one asks 
them, then start and never let up!”(46). 
This unobliging attitude betrays a selfish- 
ness which manifests itself in countless of- 
fensive mannerisms. 

Indicative of a realistic outlook is the in- 
dividual’s ability to set goals for himself 
which he can reach and a willingness to 
make his own decisions. Horace illustrates 
this from his own situation : Satire, he real- 
ized, might win him unpopularity, but he re- 
solved to persevere in writing it, recogniz- 
ing his limitations in other fields( 47). 

Calm reflection, an inner debate in which 
the various courses of action are evaluated, 
rejected or adopted, must serve as prelude 
to mature decisions. Reason, not emotion, 
must rule. Horace assures his audience that 
he often held such debates within himself 
(48). 

A certain degree of serenity in one’s pat- 
tern of living contributes valuably to mental 
poise. Life amid excitement, bustle, and 
tension of constant activity in Rome Horace 
found not only irritating but inimical to his 
concept of the good life( 49). “From time to 
time I had to get away from the city,” Hor- 
ace acknowledges, “and seek relaxation in 
some such fascinating spot as sunny Taren- 
tum—The corner of the earth that surpasses 
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all others in the smile it wears’(50). Or, if 
time would not permit me to journey all the 
way to the tip of the peninsula, it might be 
to cool Tibur with its echoing cascade and 
charming Temple of the Siby] that I would 
betake myself, for Rome with its cosmopoli- 
tan air I often found uncongenial(51). Un- 
relieved pressure was unbearable! “Mingle 
some moments of levity with your solemn 
hours of planning; it’s fun to indulge in 
some nonsense on occasion’ ”(52). 

The poet pauses for another sip of Faler- 
nian. 

“A friend, Lollius Maximus, is calling for 
me in a few minutes. We're going out to 
my Sabine Farm for the week-end. Just let 
me quote to you before I leave a prayer I 
once composed. It outlines my ideal of the 
happy life. I have found that it takes very 
little more than this to achieve a healthy 
adjustment to life and its problems: ‘O 
grant me, child of Latona, I implore, to 
enjoy what I have and may I be permitted 
to live out my days sound in body and 
mind and enjoy an old age that is not devoid 
of honor nor of love of song !’(53). And now 
I say to you in parting what I once said to 
Lollius : Provided Jupiter grants me enough 
to live on, I shall acquire for myself a well- 
adjusted mental attitude” (54). 
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When engaged in research with chronic 
psychotic patients in a mental hospital we 
often ask ourselves whether control experi- 
ments are necessary. Here we deal with a 
presumably stable population, hospitalized 
for many years, not responsive to treat- 
ment. Occasionally one of these patients 
emerges from a “back ward” and succeeds 
in leaving the hospital; this is, however, 
a rare occurrence, especially in patients 
who have reached deterioration to the 
point of being incontinent. Over a long 
period of years the course of such patients 
is continuously downward ; if they improve 
under some new treatment, we willingly 
accept a causal relationship and believe 
that the improvement resulted from such 
new treatment. Control experiments, we 
often felt, were necessary to convince others 
of the reliability of our results; we our- 
selves were satisfied with the results of 
our investigation, based on and judged by 
clinical experience. As one of the present 
writers (M.G.) expressed it in a panel 
discussion : “No matched control group is 
necessary for a study in the setting of a 
mental hospital, where we deal with chronic 
psychotic patients who are long-term resi- 
dents and who are well known to the med- 
ical and nursing staff and serve as their own 
control.” We were dead wrong. 

In 1958, Vlavianos and Fink(1) described 
the action of norethandrolone on incontinent 
mental patients. The potency of this steroid 
anabolist is experimentally determined by 
its action on the levator ani of animals. The 
authors considered logically that this action, 
if present in humans too, may be of in- 
fluence on soiling mental patients. They 
treated 11 male soilers with 30 mg. of nore- 
thandrolone daily for 17 to 53 days and 
found that “6 patients had a positive re- 
sponse with no incontinence from 3 to 7 
days after the start of medication” and that 
3 remained continent after medication was 
discontinued. No controls were used. Vais- 
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berg, Michael, and Saunders(2) followed 
with a report on 9 patients treated with 30 
mg. of norethandrolone daily for 3 weeks. 
Their results were similarly encouraging. 
One patient became continent and remained 
so even after the drug was discontinued ; 6 
improved markedly. “The patients served as 
their own controls—all of them having had 
these symptoms consistently for a minimum 
of 1 year(5).” 

Soiling is one of the great problems in 
mental hospitals. In one of our wards with 
65 deteriorated patients, 75-80% are constant 
soilers. This ward uses about 550 bed sheets 
per day. The added attention these patients 
receive necessarily is best expressed by the 
attendant-patient ratio which is 1 : 5.3 in this 
cottage as compared to an average of 1 : 9.2 
in the rest of the continued treatment group. 
We were, therefore, interested to find out 
whether the results obtained with norethan- 
drolone could be reproduced in our hospital. 


PROCEDURE 


Sixteen chronic psychotic male soilers 
were chosen for this study. One dropped out 
because of an intercurrent disease which 
necessitated his transfer to a medical ward ; 
15 patients remained under observation for 
18 weeks. They were incontinent of urine 
and/or feces. They were ambulatory, rea- 
sonably healthy physically, and they had 
specifically no kidney and bladder trouble 
and no prostatic hypertrophy. A rectal ex- 
amination was done and urine retention, if 
any, was measured. Urine and blood ex- 
aminations (CBC, blood sugar, NPN, icteric 
index, and thymol turbidity) were done 
routinely and repeatedly. The diagnosis, 
age, length of hospitalization, and duration 
of soiling of each patient are recorded on 
Table 1. 

All patients were started on a 2-week pre- 
liminary observation period. Patients were 
checked every 2 hours by the ward attend- 
ants who recorded all urinary or fecal soil- 
ings. Patients were allowed to go to the 
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TABLE 1 


Schiz. par. 
Schiz. heb. 
Gen. par. 
Schiz. heb. 
Gen. par. 


ESSRens 


PLACEBO-NILEVAR 


CNS syph. 
Schiz. hep. 
Gen. par. 

Schiz. heb. 
Cereb. art. 
Schiz. cat. 
Schiz. heb. 
Schiz. cat. 


49 
44 


4 yrs. 

6 mos. + 
4 yrs. + 
2 yrs. 

1 mo. 

& mos. 

4 yrs. + 
7 mos. 


+ + 
4404 


1) This patient was continent for urine during the first 7 weeks of the study and became incontinent later. 


2) This patient was continent for stools. 
3) Bedfast at time of post-experimental check-up. 


toilet on their own volition. None was sent 
to the toilet unless he had soiled. The result 
of this 2-week period was taken as a base 
line of soiling for each individual patient. 

After the 2-week preliminary observation 
period, all patients were started on medica- 
tion. Half of them received norethandro- 
lone? 10 mg. t.i.d. (Group A), the rest 
placebo, 3 tablets daily (Group B). The 
double blind technique was used and the 
ward personnel and supervisors were told 
that 2 drugs were being tested to determine 
whether or not they would affect the soil- 
ing habit of patients. In the beginning they 
suspected that one of these drugs was place- 
bo, but they soon lost their suspicion for 
obvious reasons. Patients were not informed 
of the expected action of the drugs. 

After 8 weeks the drugs were reversed, 
patients of Group A who had started with 
norethandrolone were put on placebo and 
patients of Group B who had started with 
placebo were put on norethandrolone. They 
were again observed for 8 weeks and medi- 
cation was then discontinued. After 4 weeks 


2 Thanks are expressed to the drug manufacturer, 
G. D. Searle & Co., who supplied this drug ( Nile- 
var). 


of interruption, the soiling habits were 
checked again for a post-experimental peri- 
od of 2 weeks. 

Changes were kept to a minimum during 
the whole study period. Patients who were 
on any additional drug were continued un- 
der the same medication. No new drug, es- 
pecially no ataractic drug, was added at 
any time. One variable could not be elim- 
inated, namely, the influence of the season 
with change from warm weather during 
which the patients spent their days in the 
yard to cold fall weather when they had to 
remain in the dayhall. Analysis of our data 
did not show any influence of this seasonal 
change on soiling habits. 


RESULTS 


On Graph 1, urinary continence in 2-week 
periods is reported as percentage of the base 
line established during the preliminary peri- 
od. Soiling decreased to 27.2% in the nor- 
ethandrolone Group A and to 35.3% in the 
placebo Group B during the first 8 weeks of 
observation. After observation for another 
8 weeks under switched medication, soiling 
in Group A—now under placebo—was 15.6%, 
in Group B—now under norethandrolone— 
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GRAPH 1 


URINARY SOILINGS 
_ DRUG-PLACEBO GRouP “A~ 
PLACEBO -DRUG GROUP 


MEDICATION 
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MEDICATION 


WITCHED 
MEDICATION 
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34.6% of the initial value. Twelve of 15 pa- 
tients reacted in a similar fashion regardless 
whether they were started on norethandro- 
lone or placebo. The 2 worst soilers (#10 
and #12) in the group starting on placebo 
showed only slight reduction of soiling un- 
der placebo as well as under the drug; a 
third patient (#7) started soiling under 
drug medication and continued under place- 
bo. If these are eliminated from the list, the 
urinary soiling in the remaining patients 
was 9.9% of the initial value in the drug- 
placebo Group A and 12.9% in the placebo- 
drug Group B. 

Reduction of fecal soiling shown on 
Graph 2 shows in general the same pattern 


GRAPH 2 
FECAL SOILINGS 
_DRUG-PLACEBO GROUP “A”. 
PLACEBO- DRUG GRouP"B™ 


"MEDICATION 
STARTED 
MEDICATION 


SWITCHED 
MEDICATION 


10 12 16 18 20 22 


as urinary incontinence. However, as the 
total number of fecal soilings is small, com- 
pared with urinary incontinence, the curve 
shows some oscillations. At the end of the 
first 8-week period, fecal soiling in the drug 
Group A was 57.4% as against 26.5% in the 
placebo Group B. After 8 further weeks on 
reversed medication, soiling was reduced to 
44.2% and 42.9%. 

Of the 6 organic cases in both groups, 
only 2 showed marked improvement. Three 
did not improve and 1 became worse. All 9 
schizophrenics improved in their soiling 
habits, 7 of them showing marked improve- 
ment (Table 1). Mark Isaacs(3), in a study 
done in our hospital also found that the very 
sick schizophrenics benefit most by treat- 
ment with placebo. 

A final check was made after all medica- 
tion had been discontinued for 4 weeks. 
Fourteen patients were again observed for 
a 2-week period during which no medica- 
tion was given. (One patient was bedfast 
during this period and is therefore not in- 
cluded.) Urinary incontinence increased 
from 15.6% to 22.6% in the drug-placebo 
Group A and from 34.6% to 53.6% in the 
placebo-drug Group B (Graph 1). Stool in- 
continence remained essentially unchanged 
in Group A and decreased further in Group 
B (Graph 2). Table 2 shows the remaining 
percent of soiling during the last 2-week 
period without medication for the 2 groups 
taken as a total (N=14). During this peri- 
od, 4 patients were completely continent of 
urine, 5 of stools, and 2 of these of both 
(Table 1). 


DIscussion 


It is evident from Graph | that there is 
no difference in urinary incontinence be- 
tween those patients who were given nor- 
ethandrolone and those who were given 
placebo, both for 8 weeks. After the drugs 
were switched, urinary soiling continued on 
a markedly reduced level. Group A then 
under placebo for the last 8 weeks remained 
on a lower soiling level than Group B on 
drug. Fecal incontinence, too, is reduced 
under treatment with the drug as well as 
with placebo. 

Stewart Wolf(4) defines the placebo ef- 
fect as “that which is attributable to the 
administration of an agent but not to its 
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TABLE 2 
Soiling in Post-Experimental Period in 14 Patients 


PRELIM. PERIOD 
2 WEEKS 
(BASE LINE) 


POST EXPER. PERIOD 
2 WEEKS (AFTER 4 WKS. 
WITHOUT MED.) PER CENT 


REMAINING 
SOILING IN 


Total n number ‘of urine 
Total number of stoois 


522 
241 


213 40.9% 
89 36.9% 


pharmacodynamic properties.” It is obvious 
that the beneficial results obtained in the 
soiling habits of our regressed patients 
were not due to the pharmacodynamic 
action of norethandrolone. They must be 
due to some other factor connected with 
changes resulting from the execution of this 
study and possibly including the administra- 
tion of placebos. The ward personnel sug- 
gested that the patients were embarrassed 
by constant checking and therefore used the 
toilet more frequently and voluntarily. Pa- 
tients might have resented the frequent 
change of trousers after each soiling. Fin- 
ally, the patient’s general mental condition 
might have improved under the added at- 
tention. We have no proof for these sur- 
mises. As patients were not told of the ex- 
pected action of the drug and as most 
patients were so much regressed that they 
would not have understood if told about it, 
improved soiling habits must have been in- 
duced by non-verbal communication. The 
conclusions are obvious : 

1. Even the most deteriorated mental pa- 
tients are likely to react to the administra- 
tion of placebo and/or procedural changes 


on the ward level connected with it. 

2. Patients cannot serve as their own con- 
trols if conditions are changed in any way 
between “control period” and “study peri- 
od,” even if this change consists only in 
more intensive checking and observation. 

3. It is suggested that the improvement in 
soiling habits of chronic psychotic patients 
observed by Vlavianos and Fink(1) and by 
Vaisberg, Michael and Saunders(2) was in- 
duced by factors other than the pharmaco- 
dynamic action of norethandrolone. 
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Of all the psychotropic drugs that have 
become available in recent years, the pheno- 
thiazines, and chlorpromazine in particular, 
have been used most widely. All these drugs 
have been found toxic in varying degrees to 
the hepatic, hematopoietic and/or nervous 
systems and, despite their effectiveness, 
must therefore be used with caution. To 
circumvent this problem of toxicity, numer- 
ous attempts have been made to synthesize 
drugs possessing phenothiazine-like pharma- 
cological activity, but which do not belong 
to this class of drugs. One such compound, 
chlorprothixene, has been reported as being 
comparable to chlorpromazine in potency 
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FIGURE 1 


not been synthesized previously. Its com- 
plete chemistry, pharmacology and toxicol- 
ogy have been described elsewhere(1, 2). 
Briefly, this compound occurs in 2 isomeric 
forms, of which the trans form is the more 
active, pharmacologically. The chemical 
structure of chlorprothixene is much like 
that of chlorpromazine (Figure 1) except 
that the nitrogen atom in the phenothiazine 
ring has been replaced with an unsaturated 
carbon atom, allowing the side chain to be 
attached to the ring with a double bond. 
The replacement of the nitrogen atom ap- 
pears to be the more important change, 
since it is this moiety of the phenothiazine 


Chlorprothixene Hydrochloride 


and range of therapeutic effectiveness, but 
far less toxic(1, 2). 


CHEMISTRY AND PHARMACOLOGY 


Chlorprothixene belongs to a group of 
compounds, the thiaxanthenes, which has 


1 Truxal is the registered trademark of H. Lund- 
beck and Company, Copenhagen, Denmark, for 
chlorprothixene hydrochloride. 

2 Chief, Department K, Middelfart Mental Hos- 
pital, Middelfart, Denmark. 


molecule that has been suspect of produc- 
ing toxic reactions. 


Chlorprothixene has been used at this 
hospital in preference to all other psycho- 
tropic agents for the past 18 months, during 
which time over 600 patients have received 
the drug. Our preliminary appraisals of its 
effect on psychiatric patients have been 
presented elsewhere(3, 4). This report con- 
cerns the use of chlorprothixene in 258 fe- 
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male patients, all of whom have received it 
for 3 months or longer. 


CLINICAL EXPERIENCE 


Patients—The clinical material is grouped 
according to diagnoses and is listed in Table 
1. Two hundred and five patients had re- 
ceived previous treatment (chemotherapy, 
somatotherapy and/or psychotherapy) at 
this or another hospital or by their family 
physician. 

During the evaluation, appropriate labora- 
tory tests were done on varying numbers 
of patients to determine the effect of pro- 
longed administration of the drug on the 
hepatic, renal, neurological, and hemato- 
poietic systems. In addition, several groups 
of patients were followed closely for clinical 
manifestations of cardiovascular, neuromus- 
cular, and allergic reactions which might be 
related to the administration of the drug. 

Dosage—Chlorprothixene was adminis- 
tered orally or parenterally, depending on 
the diagnosis and desired response. In pa- 
tients who were extremely agitated, es- 
pecially those in manic phases, 20 mg. of the 
drug was administered intramuscularly 3 to 
5 times daily ; when necessary, doses as high 
as 80 mg. were given t.i.d. Infiltrations and 
tenderness at the site of injection occurred 
rarely and only after prolonged intramus- 
cular administration ; when present, these 


effects were far less pronounced than similar 
reactions observed with chlorpromazine. 
Once the patient’s acute symptoms were 
controlled, the drug was administered oral- 
ly. In changing dosage forms, we have 
found it advisable to reduce the parentera! 
dose, supplementing it with small oral doses. 
As doses administered in the latter form are 
increased, the parenteral dose should be 
further decreased and, finally, discontinued. 

When treatment was initiated orally, the 
method of administration found most ef- 
fective in schizophrenic patients consisted 
of an initial daily dose of 45-90 mg., given 
in divided doses. Because we found the drug 
to be relatively free of untoward reactions, 
we usually increased the dose rapidly every 
second or third day by total daily incre- 
ments of 45-60 mg. When a satisfactory re- 
sponse was obtained, usually at daily doses 
ranging from 400-500 mg. (in a few patients 
total daily doses were as high as 800 mg.), 
the patient was maintained on this dose for 
2 to 3 weeks, after which time it was slowly 
reduced to a maintenance level. Depending 
on the individual’s response, daily mainte- 
nance doses varied between 45 and 200 mg. 
In patients with psychoneuroses, and those 
with endogenous depressive reactions, medi- 
cation was initiated with 15 mg., t.i.d., and 
was increased to 30-45 mg., t.i.d. 

None of the patients received concomi- 


TABLE 1 


Over-all Clinical Response to Treatment with Chliorprothixene 


NUMBER 
TREATED 


DIAGNOSTIC 
CATEGORY 


MARKED MODERATE 


Schizophrenia 
Hebephrenic 
Catatonic 
Paranoid 


Manic-Depressive Psychosis 
Manic Phase 
Depressed Phase 
Cyclical 
Atypical 


Miscellaneous Psychoses 
Anxiety reaction 
Endogenous Depression 


Psychoneuroses 
Depressive Reaction 
Anxiety Reaction 
Neurasthenic Reaction 


TOTAL 
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tant psychotropic agents during this evalua- 
tion. Somatotherapy was employed only af- 
ter a patient had failed to obtain an optimal 
response to chlorprothixene. 

Results—Response to treatment was based 
on improvement shown during personal in- 
terviews, changes in behavior and reactions 
toward other patients and the nursing staff, 
and increased participation in rehabilitative 
therapies. The over-all response of the pa- 
tients is shown in Table 1. 

Schizophrenic Reactions—Because they 
were under observation for longer than any 
other group, the course of treatment in these 
83 patients (average age: 44.5 years) has 
been completely documented. When evalu- 
ated, following an average treatment period 
of 21 weeks, 67 (80.3%) of the patients im- 
proved, 14 of whom were discharged from 
the hospital. As noted in Table 1, the most 
outstanding response (70% marked or mod- 
erate improvement) was obtained in schizo- 
phrenia of the paranoid type. From the 
results shown in Table 2, it is distinctly ap- 
parent that the chronicity of illness is an 
important factor in the outcome of treat- 
ment. Of the 63 patients who had received 
previous treatment with either chlorproma- 
zine, perphenazine, reserpine, mepazine or 
acepromazine, 44% responded more favor- 
ably to chlorprothixene, 35% responded as 
well, 6% did not respond as well, and 15% 
did not respond to any of the drugs (Table 
3). Patients who had received previous 


treatment with chlorpromazine commented 
that they did not feel as “heavy” or as 
drowsy while receiving chlorprothixene. In 
our experience, patients were more coopera- 
tive and communicative in psychotherapy 
and participated more fully in occupational 
therapy when they were receiving chlorpro- 
thixene than when they were receiving 
chlorpromazine. Patients who had been dis- 
turbed for comparatively short periods of 
time seemed to respond more rapidly to 
chlorprothixene than to insulin coma or to 
a combination of insulin coma and chlor- 
promazine. These patients became calm and 
relaxed, and their hallucinations and de- 
lusions disappeared ; their physical condi- 
tion was, of course, far better. 

Manic-Depressive Reactions—Although 
the rate of improvement (80%) in this group 
of patients was comparable to that of the 
patients with schizophrenia, the degree of 
improvement (74% marked or moderate im- 
provement) was significantly higher. Six- 
teen of the patients in the manic phase of 
their psychoses were extremely agitated 
and, in the past, 10 of them had required 
ECT as block therapy. Intramuscular ad- 
ministration of chlorprothixene controlled 
severe agitation rapidly, and none of the 13 
patients with a marked response required 
ECT during treatment. 

All the depressed patients received chlor- 
prothixene orally and began to show signs 
of improvement within 2 to 3 weeks. Initial- 


TABLE 2 


DURATION OF ILLNESS 


! 
MODERATE 


15 
20 


35 


Less than 5 years 
More than 5 years 


7 
24 


16 


TABLE 3 
Response to Treatment with Chiorprothixene as Compared 
to that with Previous Drug Therapy 


RESPONSE TO CHLORPROTHIXENE NUMBER OF PATIENTS 


Better than previous medication 
Equivalent to previous medication 
Worse than previous medication 
No response to all medications 


TOTAL 


ly, improvement was characterized by fewer 
sleep disturbances and, several days to a 
week later, by amelioration of depressive 
affect, and increased psychomotor activity. 
Depressive symptomatology recurred in 3 
of the patients who had a marked response 
while receiving chlorprothixene. Thirteen 
patients, who had not responded fully, were 
selected for therapy with iproniazid (7 pa- 
tients) and imipramine (6 patients). Mini- 
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mal improvement was seen in only 2 pa- 
tients, both of whom had received imipra- 
mine. Twelve of the 13 patients obtained 
complete remission of symptoms following a 
course of ECT. The number of patients with 
cyclical and atypical manic-depressive psy- 
choses is too small, we feel, to warrant dis- 
cussion. 

Miscellaneous Psychotic Reactions—Two 
of the 11 patients with acute anxiety re- 
actions were in a predelirious condition on 
admission. The parenteral administration of 
chlorprothixene averted delirious episodes 
in both these patients and produced marked 
improvement in 7 of the remaining 9 pa- 
tients. In general, the drug shortened the 
course of treatment in all 11 patients. Chlor- 
prothixene controlled agitation rapidly, and 
“normalized” the patients’ sleeping pattern 
quickly, making them receptive to psycho- 
therapeutic measures. Ten (71%) of the 14 
patients with psychotic depressive reactions 
showed a marked response to chlorprothix- 
ene administered orally and, in general, the 
course of improvement in these patients 
paralleled that described for the manic- 
depressive depressed patients. The depres- 
sion was not deepened in any patients, nor 
did it return while the patients were under 
our supervision. 

Psychoneuroses—The results obtained 
with chlorprothixene in these 65 patients, 
particularly in those with minimal degrees 
of anxiety, were comparable to those ob- 
tained with many of the currently available 
tranquilizing agents. On the other hand, 
however, the results obtained in patients 
with psychoneurotic depressive reactions 
differed greatly from those generally ex- 
pected with a tranquilizing drug and small 
doses of insulin. As will be noted from Table 
1, 31 (86%) of these patients showed a 
marked or moderate degree of improve- 
ment with the oral administration of small 
(30-90 mg.) daily doses of the drug. Be- 
cause this degree of response was largely 
unexpected, it may indicate that chlor- 
prothixene, while it resembles chlorproma- 
zine in chemical structure and basic phar- 
macological activity, produces its effects 
through a different mechanism(s) of action 
which makes it an almost specific form of 
therapy for psychoneurotic depressive re- 
actions. 


TOLERANCE STUDIES 


Extensive laboratory tests and clinical ob- 
servations were made on the first 120 pa- 
tients who received chlorprothixene, to 
study the drug’s effects on vital physiolog- 
ical function. The results of these studies 
are given below. 

Laboratory Results—On the first 100 pa- 
tients, total leucocyte counts were made 
every second day during treatment ; eosino- 
phil and platelet counts were determined 
once a week. Urinalyses, with attention di- 
rected specifically to albumin and urobilino- 
gen, were done twice a week. When re- 
quired, as in patients with a urobilinogen 
increase of more than 1:10, the Takata-Ara, 
thymol turbidity and alkaline phosphatase 
tests were also utilized. 

With the exception of one patient in 
whom a mild leucopenia (total leucocyte 
count of 2640) was observed, the results of 
blood studies showed no evidence of this ef- 
fect. The reaction in this patient was not 
accompanied by a change in the neutrophils 
or granulocytes, and cleared spontaneously 
when the drug was discontinued. A transient 
eosinophilia was observed in 7 patients, but 
continual hematological testing during the 
subsequent 5% months these patients were 
receiving the drug, failed to show additional 
hematological changes. Results of urinalyses 
and liver function tests remained within 
normal limits throughout treatment for all 
patients. 

Clinical Observations—The blood pressure 
of the first 120 patients was measured daily 
throughout treatment. No abnormal fluctua- 
tions were noted. Transitory tachycardia 
was observed in 28 patients but, particularly 
since no changes in ECG tracings were 
found, the clinical significance of this effect 
was difficult to evaluate. In 5 patients, 20 to 
25 mg. of chlorprothixene was administered 
intravenously while blood pressure measure- 
ments were made every other minute. No 
significant decrease in blood pressure was 
found during or following the administra- 
tion of the drug. Sixty-one of these patients 
were tested daily for orthostatic blood pres- 
sure changes. A decrease of 30 mm. Hg. or 
more was noted in 9 (15%) of the patients ; 
clinical manifestations accompanied this 
change in 6 patients. To ascertain the drug’s 
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role in producing this effect, a controlled 
study was initiated. The blood pressure of 
60 newly-admitted patients who had not 
previously received drug therapy and 46 
patients who had received psychotropic 
drugs were tested for orthostatic changes 
before they were given drugs of any kind. 
Although clinical manifestations of ortho- 
static changes were not observed in any of 
the patients in either of these groups, de- 
creases of 30 mm. Hg. or more were ob- 
served in 10 (17%) patients in the former 
group and 5 (11%) of the latter group. On 
the basis of these findings, it would appear 
that chlorprothixene does not contribute 
significantly to the incidence of orthostatic 
blood pressure changes found in institution- 
alized psychiatric patients. 


SIDE EFFECTS 


None of the more than 600 patients who 
have received chlorprothixene to date has 
developed clinical signs of parkinsonism, 
extrapyramidal disturbances, accommoda- 
tion paresis, gastrointestinal disturbances or 
atony of the bladder. Seventeen patients 
who had developed photo-erythema while 
receiving chlorpromazine during the sum- 
mer of 1959 did not demonstrate a similar 
reaction while on chlorprothixene. Skin re- 
actions were observed in 7 patients. In 3, 
however, the reaction proved to be an aller- 
gic response and not related to the adminis- 
tration of the drug. Chlorprothixene was 
discontinued in 4 of these 7 patients, but 
was continued at a reduced level in the re- 
maining 3 with no increase in adverse ef- 
fects. Dryness of the mouth has been ob- 
served in approximately 1/5 of the patients 
receiving doses greater than 100 mg. a day. 
One-third of the patients treated to date 
with large daily parenterally or orally ad- 
ministered doses have complained of “wear- 
iness” at the start of treatment ; however, 
this reaction gradually disappears within 
1-2 weeks. Transient dizziness has appeared 
in several patients, but has never been 
severe enough to require discontinuing the 
drug. None of the nursing staff developed 
contact dermatitis from handling the drug. 


CoMMENTS 

An unusual phenomenon not previously 
observed was noted in 3 of 7 patients who 
had developed a marked parkinsonism while 
receiving perphenazine. When given an 
oral dose of 15 mg. of chlorprothixene after 
perphenazine had been discontinued for a 
week, 3 patients became dizzy and nauseous 
within one hour. When chlorprothixene 
was administered in the same dose one week 
later, it was well-tolerated by all 3 patients. 
Since perphenazine is excreted slowly, we 
attributed this phenomenon to the potentiat- 
ing properties of chlorprothixene. 

In addition to using chlorprothixene as 
indicated above, we have also used it with 
good success in patients in whom narcotics, 
alcohol, and barbiturates were being with- 
drawn. One of these patients, a known 
morphine addict for 30 years was unable to 
complete withdrawal treatments on 6 pre- 
vious occasions because of severe abstinence 
symptoms. When admitted, she had been 
taking a total weekly dose of 1000 mg. of 
morphine. Intramuscular injections of chlor- 
prothixene were administered during the 
withdrawal of the narcotic and the patient 
scarcely exhibited abstinence symptoms of 
any kind. In general, the use of chlorpro- 
thixene in this type of indication minimizes 
confusion, restlessness and hallucinations, 
and allows the patient to regain full control 
of his facilities, often by the third day of 
treatment. 


SUMMARY 


In our experience in treating over 600 pa- 
tients, 258 of whom are reported on in this 
communication, chlorprothixene has proved 
to be an effective broad-range psychotropic 
agent with a high degree of safety. 
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Micropsia has been mentioned as a pos- 
sible accompaniment of tumors of the tem- 
poral or temporosphenoidal lobe. It has also 
been related at times to episodes of petit 
mal. But micropsia may occur without ap- 
parent neurological defect or dysfunction, 
and it can be studied as a psychopathologi- 
cal phenomenon. The present case furnished 
an opportunity to evaluate some aspects of 
its psychodynamics. It should be of interest 
because of this, aside from the fact that 
micropsia is not often mentioned in the 
literature. 


CASE DATA AND PSYCHODYNAMICS 


During treatment, and after this 50-year-old 
patient had been intensively involved in ex- 
ploring his personality difficulties, he spoke 
about a period between the ages of 6 and 8 
when he experienced many episodes of microp- 
sia. He observed all objects in the room getting 
smaller and smaller, with an accompanying 
impression of movement, until they were finally 
very small and off in the distance. He would 
feel comparatively large in relation to them. 
“It was like looking through the wrong end 
of a telescope.” Then, without any impression 
of movement, the objects would suddenly re- 
turn to their normal size when “I would shake 
myself out of it.” At such times he felt very 
frightened. He was aware, during that age 
period, of feeling intensely lonely, and on re- 
evaluating this years later he recognized the 
presence of great anger that had been re- 
pressed. Much of the anger was directed at his 
parents. 

The patient’s childhood, including the years 
when he had the micropsia, was recalled as un- 
happy and unpleasant. His mother was con- 
trolling and overprotective. His father was 
largely unapproachable and lacked understand- 
ing. The patient was not permitted the freedom 
and ease of activity he witnessed in other chil- 
dren. His Jewish background set him further 
apart from others where he resided and 
attended school. This was accentuated by 
foreign elements in his speech, and in the 
clothing his mother made for him. Among other 
children he seemed different and strange. He 


Clinical Associate Professor of Psychiatry, 
State University of New York College of Medicine, 
New York City. 


232 


wanted his own individuality but sought ac- 
ceptance too. He wanted to express himself but 
feared reprisal. He wanted to participate but 
became more the observer. His self-conscious- 
ness grew, as did his lack of self-confidence. 
More and more he felt apart from others while 
striving to make his own way among them. 

The patient developed obsessive-compulsive 
personality patterns with passive-aggressive 
conflicts, rigidity, and anxiety in certain inter- 
personal relations. He achieved ultimately a 
good measure of success in the entertainment 
field and was trying, through treatment, to 
facilitate acquisition of professional goals and 
greater comfort in social situations by diminish- 
ing his rigidity, anxiety, and compulsive be- 
havior. It became evident that power and con- 
trol meant much to him in various ways on both 
conscious and unconscious levels. 

The micropsia was an apparent reflection of 
his expansive needs at that time, with an at- 
tempt to counteract the hemmed in feeling he 
was experiencing. “I think it was expressing the 
wish I weren’t confined to a small space. I 
think it was a reaction to being under great 
pressure.” He believed the micropsia symbol- 
ized his wish to be big in relation to all the 
things about him. It would appear that un- 
consciously he may have been viewing objects 
as people, an indication of the trend of his 
pathology at the time, but a trend that his basic 
ego strength could hold in check with the 
avoidance of a psychotic break. The un- 
conscious identification of objects with people 
and manipulation of the former in the microp- 
sia would be one way in which he could at- 
tempt to cope with his intense anger. So in his 
feeling of weakness he tried to exercise a meas- 
ure of control in symptom formation of a type 
which highlighted underlying fantasies of om- 
nipotence. But while he became the large, cen- 
tral figure among all the small things about him, 
he was frightened in his insecurity. This fright 
accompanied excursions into fantasy in general, 
as a child and as an adult. He wanted to possess 
a great sense of importance but he felt un- 
comfortable nevertheless. While he wished to 
be liked, he craved respect. 

The micropsia with the associated impres- 
sion of movement of objects away from the pa- 
tient was consistent with his sense of separa- 
tion from people and things about him during 
that age period and to varying degrees into 
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his adult life. The phenomenon was a reflection 
of his sense of loneliness. 

The patient's micropsia occurred only in his 
own room when he was alone. He was con- 
sidered frail by his parents who in their over- 
protectiveness would send him there to rest. 
Deprived of other activities, he felt annoyed. 
Through the years he was troubled by head- 
aches, and he recalled that they were especially 
severe during the period when the micropsia 
was also experienced. It would seem that this 
symptom too was related to repressed hostility. 
The headaches subsided only during recent 
years. 

It is of interest that the patient stated, with- 
out reference to the micropsia, that people 
seemed “large” to him, adding this was “speak- 
ing metaphorically,” and that he seemed small 
in proportion. He had in mind their compara- 
tive abilities, ease of verbal expression, flow 
of ideas, quickness in seeing a point of view, 
and similar attributes. In these he regarded 
himself as inferior. 


PSYCHODYNAMICS AND OTHER REPORTS 


Sexualization of vision is widely known 
and has attracted much attention. Fenichel 
(1) summarized a variety of visual prob- 
lems in this connection, stressing the eye as 
representative also of a pregenital erogenous 
zone. It can express oral-sadistic and oral- 
incorporative longings. In connection with 
micropsia, he makes a point of its serving as 
a defense against oral-sadistic strivings. One 
of Inman’s cases is used as an example. In- 
man discussed micropsia in 2 boys. For 
them, objects symbolized the mother. The 
symptom appeared when intense oral needs 
were frustrated(2). I believe the inference 
in Inman’s cases pertaining to the breast 
getting smaller and smaller would appear 
to fit in with the history of my patient. 
There is the ambivalence toward his mother, 
his strong feelings of deprivation, and his 
great anger. In his adult life, obvious evi- 
dences of oral conflicts were present in ex- 
cessive smoking with unsuccessful efforts to 
control it, frequent episodes of overeating to 
the point of discomfort, and excessive con- 
cern with clarity of verbal expression, abil- 
ity to make impressions on others in con- 
versation, and to influence them through 
able verbal tactics. 

Lewy reported that in his case the mi- 
cropsia expressed endopsychic perception 
of ego disintegration that was imminent or 


beginning (3). Object loss due to withdraw- 
al of libido was also imminent or partially 
established. The endopsychic perception 
was projected into the outer world. Lewy’s 
patient was 17 years old, and when hos- 
pitalized he appeared to have “a severe ob- 
sessional neurosis with schizophrenic color- 
ing.” Later he had periods in which he was 
confused and hallucinatory, with ideas of 
reference. Lewy mentions that his patient's 
reports of micropsia were vaguer than other 
references in the literature in that the ap- 
pearance of objects moving away from him 
does not stand out clearly, and the idea of 
seeming to see things through the wrong 
end of a telescope was not as pronounced as 
with others. He felt justified, however, in 
classifying the case with others labelled 
micropsia. In connection with these reserva- 
tions I note that his patient felt himself to 
be small too, along with the objects he saw. 
Lewy observed that the micropsia occurred 
in his patient when ego defenses were 
crumbling. I suspect that this trend par- 
alleled a phase my own patient was ex- 
periencing, although for him it was not to 
reach the proportions of a psychotic episode 
as in the case presented by Lewy. 

The oral fixations and aggressive com- 
ponents in my case and others were noted 
also by Bartemeier(4). His 28-year-old fe- 
male patient began to have micropsia at the 
age of ten. The general theme pertains to 
aggression and the defense against it finding 
representation in the micropsia. More spe- 
cifically, aggression may involve the func- 
tion of the eye as a symbolically murderous 
weapon, a point which Fenichel chose to 
focus on when he commented on micropsia. 
Bartemeier’s patient had fewer episodes as 
she grew older. Lewy took issue with Barte- 
meier on the differentiation between mi- 
cropsia as a psychogenic reaction and that 
which accompanies neurological defects, the 
sense of movement into the distance being 
present in the former, and sudden appear- 
ance of objects as small and far away in the 
case of the latter. He doubted the ability to 
distinguish between them. I hesitate to of- 
fer an opinion based on my own clinical ex- 
perience. The only other case of micropsia 
I recall definitely having encountered was 
that of a young man in his twenties, seen 
in consultation 15 years ago during military 


| 
| 
“a 


234 


MICROPSIA 


service. His emotional disturbance appeared 
to involve schizophrenic elements. He de- 
scribed episodes of micropsia clearly. Un- 
fortunately I had no opportunity to study 
the patient intensively or to investigate 
specifically the psychodynamics of his mi- 
cropsia. 


SUMMARY 


Micropsia may accompany neurological 
defect or dysfunction as in tumors of the 
temporal lobe and petit mal. It may be en- 
countered as a psychopathological phenom- 
enon without structural defect. It is de- 
scribed relatively infrequently in medical 
literature. The symptom involves seeing ob- 
jects or people as very small, off in the 
distance, as if one were looking “through 
the wrong end of a telescope.” An impres- 
sion of objects moving away, into the dis- 
tance, is often described. A patient in psy- 
chiatric treatment told of a series of such 
episodes during his childhood. His microp- 
sia apparently reflected his expansive needs 
counteracting a closed-in feeling, his re- 
action to heavy psychological pressures, an 
attempt to cope with intense repressed an- 
ger, a way of symbolically manipulating 
people identified as objects, and a method 


of exercising control to cope with feelings 
of weakness and insecurity. The micropsia 
was a mirror of his feeling of separation 
from people and things about him during 
those childhood years, and it serves as an 
indication of his loneliness. It was a sign of 
diminishing ego strength, but was not fol- 
lowed by a psychotic break. Defenses were 
evidently reinforced later, judging by the 
patient’s history and the personality patterns 
that evolved. The oral and aggressive com- 
ponents in this case were witnessed by 
others in studies of their patients. Pertinent 
references are mentioned here, and the ob- 
servations integrated with my own findings. 
Similarities and differences in the cases are 
noted. Finally, mention is made briefly of 
another patient of mine with micropsia al- 
though there was no opportunity to evaluate 
the psychodynamics of his problem. 
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SEXUAL DISORDERS AND BEHAVIOR THERAPY 


S. RACHMAN, Px.D.' 


“Behavior Therapy” is a term used to de- 
scribe a number of new psychotherapeutic 
methods which have been developing rapid- 
ly in recent years. Although the actual pro- 
cedures vary from aversion conditioning to 
desensitization they all have a common the- 
oretical basis(3, 4, 7, 9, 14). 

A brief account of this rationale may be 
stated as follows : the position adopted by 
this theory is that neurotic behavior is ac- 
quired. The process of acquisition implied in 
the theory is derived from modern learning 
theory. If neurotic behavior is regarded as 
being acquired, then it must follow that 
such behavior will be subject to the estab- 
lished laws of learning. Current knowledge 
about the learning process concerns not only 
the acquisition of new habit patterns but 
also their elimination. The elimination of 
learned responses occurs either by the ex- 
tinction process or by inhibition. 

Wolpe(14) has defined neurotic behavior 
as “any persistent habit of unadaptive be- 
havior acquired by learning in a physio- 
logically normal organism.” Anxiety is “usu- 
ally the central constituent of this behavior, 
being invariably present in the causal situa- 
tions.” Similarly, Eysenck(3) postulates that 
“neurotic symptoms are learned patterns of 
behavior which for some reason or another 
are unadaptive.” It should be noted, how- 
ever, that neurotic symptoms may under 
certain circumstances also result “not only 
from the learning of an unadaptive response, 
but from the failure to learn an adaptive 
response’(3). A common example of this 
type is enuresis nocturna. The relearn- 
ing and/or un-learning techniques which 
have been used therapeutically so far in- 
clude : (Aversion conditioning (chemical or 
electrical ), Desensitization based on relaxa- 
tion, Training in assertive behavior, Use 
of sexual responses, Use of feeding re- 
sponses, Extinction based on negative prac- 
tice, Anxiety-relief responses. With the ex- 
ception of the last 3 techniques, all of these 
methods have been used in the treatment of 
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various sexual disorders. 

Although behavior therapy has been used — 
in only a comparatively small number of 
cases of sexual disorder so far, the results 
have been promising. The purpose of the 
present paper is to give an account of the 
findings and to suggest further lines of de- 
velopment. 

The disorders of sexual behavior which 
have been treated by behavior therapy in- 
clude impotence, frigidity, voyeurism, fe- 
tishism, exhibitionism, homosexuality and 
transvestism. 

Impotence : Wolpe(14) reports the suc- 
cessful treatment of 7 cases of impotence 
using the methods of behavior therapy, and 
Lazarus and Rachman(16) give an ac- 
count of one successful case treated by these 
methods. The mean number of sessions 
taken to improve Wolpe’s 5 “apparently 
cured” cases was 14.4, and 75 sessions to 
produce the changes in the 2 “much im- 
proved” patients. The 2 latter patients were 
also diagnosed as suffering from interper- 
sonal anxiety. None of the apparently cured 
patients had this symptom but 2 of them 
had phobias associated with their impo- 
tence. Another difference between the ap- 
parently cured and much improved patients 
is to be found in their neurotic tendency 
scores (obtained by the Willoughby Scale). 
The mean score for the cured patients was 
much lower (26.5) than that of the im- 
proved patients (51.5). These differences 
suggest the possibility that impotence asso- 
ciated with high neuroticism scores and/or 
interpersonal anxiety may be more resistant 
to behavior therapy. 

The 3 methods of treatment used in these 
impotence cases were : desensitization, use 
of sexual responses, use of assertive re- 
sponses. The desensitization method has 
been described in detail by Wolpe(14) and 
Rachman(7). Briefly, it consists of inhibit- 
ing the anxiety responses provoked by pho- 
bic or noxious stimuli. The lasting inhibition 
of these responses is gradually developed by 
the controlled and systematic evocation of 
anxiety followed by relaxation. The thera- 
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pist begins by presenting only mildly dis- 
turbing visual images. Each presentation of 
a noxious image is immediately followed by 
deep relaxation. When the emotional effect 
of the milder images has been considerably 
reduced or eliminated, the therapist then 
presents slightly more disturbing images 
until even the most anxiety-provoking situa- 
tion can be pictured without disturbing the 
patient. This procedure of gradually work- 
ing along the patient’s hierarchy of disturb- 
ing objects or situations may take from one 
to a hundred or more sessions depending 
upon the severity and complexity of the syn- 
drome. Before starting the process of desen- 
sitization, the therapist trains the patient in 
the methods of deep relaxation (with or 
without hypnosis ). 

The second technique, the use of sexual 
responses, is based on theoretical grounds 
similar to those of desensitization. The use 
of sexual responses is particularly valuable 
where the sexual behavior is only partially 
inhibited. “The patient is told that he must 
on no account perform sexually unless he 
has an unmistakable, positive desire to do 
so, for otherwise he may consolidate or 
even extend his sexual inhibitions”(14). The 
patient may be advised, for example, to 
engage several times in sexual activities 
(with the understanding of his partner) 
without attempting intercourse. With each 
repetition of relaxed sexual play in which 
no criterion is set, the patient’s anxiety de- 
creases. When a significant decrease in 
anxiety has been achieved the patient is 
advised to attempt intercourse only if and 
when he feels strongly impelled to do so. 
Wolpe states that patients instructed in this 
way experience “increasingly strong erec- 
tions, and usually after a few sessions coitus 
is accomplished and then gradually im- 
proves.” 

The third technique, the use of assertive 
responses, Wolpe derived partly from Salter 
(12) and is useful in overcoming social in- 
hibitions and anxiety. The patient is trained 
to use assertive, expressive behavior particu- 
larly in those social situations (or more usu- 
ally, with specific types of people) which 
provoke anxiety. The aim of this technique 
is to develop an inhibition of social anxiety 
by the use of assertive behavior. 

In all but one of the 7 cases treated by 


Wolpe, the use of sexual responses was com- 
bined with one or both of the two associated 
procedures. In the case reported by Lazarus 
and Rachman, the methods of relaxation 
and systematic desensitization were used in 
the successful treatment of a 32-year-old 
male patient. 

The indications are that the methods of 
behavior therapy are of value in treating 
impotence. There is also reason to believe 
that the methods used in treating impotence 
could be equally applied to cases of frigid- 
ity. To date however there is only one re- 
corded case of this type. Wolpe(14) suc- 
cessfully treated a woman complaining of 
frigidity and interpersonal anxiety by a com- 
bination of desensitization and the use of 
sexual responses. 

Exhibitionism : Bond and Hutchison(1) 
obtained marked improvement in a patient 
with a severe and long-standing case of 
exhibitionism by using the reciprocal in- 
hibition technique. The patient was a 25- 
year-old married man of average intelli- 
gence. His first exposure occurred at age 13 
following sex play with a younger girl. His 
exhibitionism continued throughout adoles- 
cence and had reached “bizarre propor- 
tions” by the time he reached adulthood. 
The attacks of exhibitionism were preceded 
by tension, dread and sexual excitement. 
Attacks were often provoked by the per- 
ception of attractive young women. 

The antecedent tension was constant and 
the patient often exposed several times a 
day. He had been convicted of indecent ex- 
posure on 11 occasions and had as a result 
spent a considerable amount of time in 
detention. 

The severity of his condition is best illus- 
trated by the author’s account, “A frequent 
practice was to hide completely nude in a 
small wooded area in the centre of the town 
where he then lived, and spring out and 
expose himself to the first woman who 
passed.” Various types of therapy had failed 
to relieve his condition. 

It was decided to attempt Wolpe’s desen- 
sitization procedure and the patient was ac- 
cordingly trained to relax. A hierarchy of 
exposure-provoking stimuli was constructed 
and the patient gradually desensitized over 
a period of 30 sessions. By the eighth inter- 
view the patient evidenced distinct improve- 
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ments. He was less tense, less prone to 
expose himself and able to venture out 
unaccompanied. As the desensitizing ther- 
apy continued, further evidences of progress 
appeared. His exhibitionist urges declined 
in frequency and strength, his sexual fan- 
tasies diminished and he reported an im- 
provement in his sexual relations with his 
wife. 

Therapy had to be discontinued after 29 
sessions but the patient reported in succeed- 
ing months that he continued much im- 
proved. He then exposed himself in a feeble 
and uncharacteristic manner in a store. The 
patient was returned for treatment on a 
weekly basis and 2 months later no relapse 
had occurred. 

Bond and Hutchison’s view is that 


exposure either follows some environmental 
stress . . . or is provoked by an encounter with a 
female of specified age and physical appear- 
ance . . . The exposure can be thought of as 
an instrumental act designed to reduce an 
anxiety response cued off by certain classes of 
stimuli, and desensitization therapy would con- 
stitute an appropriate form of treatment. 


This account provided by Bond and 
Hutchison conforms to a case treated by 
Wolpe(14).? He obtained marked improve- 
ment in a 25-year-old patient with a history 
of exhibitionism dating back to childhood. 
This patient also suffered from social anxiety 
and had particular difficulty with authority 
relationships. The impulse to exhibit fre- 
quently arose after frustration or anxiety 
had been induced by his submission to 
authority. Treatment consisted of instigating 
assertive behavior and desensitization to 
social situations which provoked anxiety. 
Wolpe(15) states treatment results : 


a tremendous general increase in well-being and 
heightened ability to deal adequately with 
social situations. Nevertheless a small degree 
of autonomous tendency to exhibit, apparently 
purely sexuaily based continued and only 
ceased when the patient married in 1956. 


Voyeurism : There is 1 case report of a 
voyeur who was markedly improved by be- 
havior therapy( 14). In this case, as in some 


21 am grateful to Dr. Wolpe for supplying addi- 
tional information cn this and other cases reported 


in his book( 14). 


of the homosexuals discussed below, the 
sexual disorder disappeared as the patient's 
other symptoms improved. A 40-year-old 
male complained of writer's cramp and 
voyeurism. Clinical examination revealed 
the presence of deep and long-standing in- 
terpersonal anxiety however. Assertive train- 
ing and desensitization were initiated and 
a considerable improvement in the patient’s 
social behavior was obtained at the end of 
5 months. The voyeuristic impulses “had 
completely disappeared even though be- 
yond some discussion of its relation to frus- 
tration no specific treatment was directed 
against it”(15). 

Transvestism : Davies and Morgenstern 
(2) report an unsuccessful attempt to treat 
a transvestite patient by apomorphine aver- 
sion conditioning. It is impossible how- 
ever to ascertain any possible effects of this 
therapy on the patient because of the 
marked organic syndrome involved. The 
patient had temporal lobe epilepsy and 
cerebral cysticercosis. The authors con- 
cluded that the transvestite behavior could 
be curbed in the hospital but not at home. 

Fetishism : After examining the literature, 
Raymond(10) was able to find only 3 cases 
of fetishism in which treatment had pro- 
duced successful results. Although this dis- 
order has been extensively described, it re- 
mains extremely resistant to therapeutic 
modification. For this reason Raymond's 
successful treatment of a fetishistic patient 
is of considerable interest and value. 

A 33-year-old married man was given 
treatment on probation after having been 
convicted of causing wilful damage to a 
perambulator. Since the age of 10 he had 
been fetishistically attracted by prams and 
handbags. These objects aroused him sex- 
ually and he obtained a release of tension 
by attacking them. The attacks on prams 
had resulted in several convictions and he 
had spent several periods in mental hos- 
pitals. He had not benefited from previous 
therapy including psychoanalysis. 

Raymond constructed a conditioned aver- 
sion programme similar to that used in 
the treatment of alcoholism. The - patient 
was shown a collection of handbags, prams 
and colored illustrations, “after he had re- 
ceived an injection of apomorphine and just 
before nausea was produced.” Treatment 
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was given 2-hourly day and night, no food 
was allowed and he was kept awake with 
amphetamine. Treatment was suspended 
after 1 week and the patient went home 
temporarily. He returned 8 days later and 
reported some progress. Treatment was 
then continued for a further 9 days. By this 
time he was showing strong aversion to the 
fetishes. The patient was then seen at an 
outpatient clinic for a period of 6 months. 
A booster course of treatment was then 
given in the hospital. 

Nineteen months later the patient “still 
appeared to be doing well.” He no longer 
had fantasies concerning handbags and 
prams, his sexual relations with his wife had 
greatly improved, his probation officer re- 
ported very noticeable progress and he had 
no further trouble with the law. 

Raymond favours Binet’s theory that the 
“predisposition to fetishism . . . may be in 
an unusual capacity to develop conditioned 
responses and that this capacity may be 
used as an asset in treatment.” 


In a case seen recently by the present writer 
faradic aversion therapy was attempted. The 
patient was a 32-year-old bachelor who was 
sexually aroused by women’s buttocks and 
bloomers. He had never had intercourse but 
masturbated with fantasies concerning these 
fetishes. The patient was given 5 aversion 
conditioning sessions. Three stimulants were 
used: the patient’s photographs of women 
wearing bloomers, visual images of women with 
attractive buttocks, visual images of bloomers. 
The electric shocks were administered with an 
induction coil and finger electrodes. The patient 
was given 10-15 trials with each stimulus at 
each session. The strength of the shock was 
gradually increased after every 4 trials. During 
the first session the patient complained that the 
visual image of buttocks was constantly with 
him. At the fifth session he could only obtain 
the images with great difficulty. The time 
elapsing between the instruction to obtain the 
image and its appearance was found to increase 
significantly from session to session. After the 
final session the patient reported feeling better 
and said he no longer felt attracted by buttocks, 
had ceased having his former fantasies and had 
disposed of his numerous pornographic photo- 
graphs. Unfortunately it is impossible to draw 
any firm conclusions from this pilot study since 
the therapeutic program was not completed 
and because the case was considerably com- 
plicated by several other abnormalities, includ- 


ing transvestite impulses, and was receiving 
other forms of treatment at the same time as the 
conditioned aversion sessions. 


Homosexuality : Freund(5) remarks on 
the pessimism often expressed by therapists 
regarding the treatment of homosexuals and 
argues that insofar as psychotherapy has 
any beneficial effect, this is attributable to 
a particular causal element. This causal ele- 
ment, he says, is “the encouragement of be- 
havior patterns which emphasize restraint 
or complete abstinence from homosexual be- 
havior, and which involve heterosexual be- 
havior.” Freund accordingly devised a con- 
ditioning programme designed to inhibit 
homosexual and stimulate heterosexual be- 
havior. He adapted and developed the aver- 
sion procedures commonly used in the treat- 
ment of alcoholism. 

Freund's treatment consisted of the ad- 
ministration “of an emetic mixture by sub- 
cutaneous injection.” While the noxious ef- 
fects of the injection were being experienced 
the patient was shown slides of dressed and 
undressed males. In the second phase of the 


treatment, the patient was shown films of 
nude and semi-nude females approximately 
7 hours after the administration of testoster- 


one. 

Freund reports the results of this type of 
therapy on 47 patients. Follow-up studies 
3 and 5 years after treatment indicated that 
51% of the patients showed no improve- 
ment ; 14.9% temporary improvement ; 25.5% 
permanently improved ; the remaining 8.5% 
were not adequately documented and hence 
excluded from the final analysis. 

Freund concludes that his therapeutic 
results do not differ in quality or degree 
from those claimed by other methods. Such 
rule-of-thumb comparisons with other re- 
ports are, however, of little value because of 
the numerous variations in patient selection, 
evaluation of outcome and other important 
but uncontrolled variables. It is a great pity 
that Freund did not include in his other- 
wise valuable study a matched control 
group. Another important aspect of this 
treatment which would repay investigation 
is the effect, if any, of booster treatments 
such as that used by Raymond(10) in his 
treatment of a fetishist. For example, would 
boosters reverse those cases which relapsed 
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or, better still, prevent them from relapsing 
at all ? An interesting innovation is the sys- 
tematic inclusion of positive, adient stimula- 
tion which complements the aversion ther- 
apy. 

An early attempt to use aversion con- 
ditioning is found in a brief report by Max 
(6). He claimed the successful treatment 
of a homosexual with the use of faradic 
aversion conditioning. Unfortunately it is 
impossible to assess the value of this report 
because of its brevity. Stevenson and Wolpe 
(13) recently reported the successful treat- 
ment of 2 homosexuals using non-specific 
behavior therapy. They were able to pro- 
duce marked improvements in these cases 
with the use of assertive training, desen- 
sitization and environmental manipulations. 
The importance of this study is that it il- 
lustrates how a sexual disorder may be 
treated in a non-specific manner by improv- 
ing the patient’s mental health generally. 

Despite the considerable amount of litera- 
ture on the subject, the nature and causation 
of homosexuality are still unclear. If we are 
to make progress in the treatment of this 
disorder more investigations like that of 
Freund will have to be conducted. These 
further studies should include control 
groups and also explore the possibility of 
substituting faradic for chemical aversion 
procedures. In addition, further attempts 
should be made to treat homosexuals in the 


non-specific way used by Stevenson and 
Wolpe(13) in those cases where such a 
procedure appears appropriate. 


Discussion 


On the evidence available it is fair to 
conclude that behavior therapy may prove 
valuable in the treatment of sexual dis- 
orders. Perhaps the best attitude at this 
stage is one of cautious optimism. 

The most convincing advance so far has 
been in the treatment of impotence and, 
possibly, frigidity. On voyeurism, fetishism 
and exhibitionism more clinical trials are 
needed. In cases of homosexuality it seems 
that there is a need for more carefully de- 
signed methods and information concerning 
the nature of this disorder. 

All the methods employed to date, rang- 
ing from aversion conditioning to assertive 
training, have been justified to some extent 


at least. It is probable that most cases re- 
quire a combination of the available meth- 
ods. It is to be hoped that these techniques 
will be refined with further experience and 
also that new procedures will be forthcom- 
ing. 

Some suggestions for developing the be- 
havior therapy methods can already be of- 
fered on the basis of present knowledge. 
One possibility is the greater use of faradic 
as opposed to chemical aversion condition- 
ing. Some of the advantages promised by 
faradic aversion conditioning are that it per- 
mits 1. More precise control of the situation 
by the therapist; 2. Greater flexibility in 
manipulating both the conditioned stimulus 
and the unconditioned stimulus ; 3. More 
accurate and systematic measurement of the 
patient’s specific responses and, hence, his 
general progress. In addition, the faradic 
method makes less demands on medical and 
nursing staffs and can often be conducted 
on an outpatient basis. 

A second possibility is the use of Wolpe’s 
(14) anxiety-relief technique in the treat- 
ment of voyeurism, exhibitionism and fetish- 
ism. There is a hint present in the few cases 
reviewed here and elsewhere(11) that in 
many of these patients the abnormal sexual 
act is preceded or precipitated by an ac- 
cumulation of tension. The anxiety-relief 
technique is designed to produce greater 
control of anxiety or tension and may, there- 
fore, prove useful in such cases. Briefly, the 
technique is as follows. The patient is given 
a strong electric shock and told to say the 
word “calm” when the pain and tension be- 
come unbearable. At this, the therapist 
switches off the current and the patient ex- 
periences considerable relief. This procedure 
is repeated 10-20 times per session with one 
minute rest periods between trials. In this 
way the patient is given a degree of volun- 
tary control over his feelings of tension and 
anxiety. Naturally, this method must be 
used with caution. 

A third suggestion is provided by 
Freund’s(5) treatment of homosexuality in 
which he emphasizes the necessity for stim- 
ulating and encouraging positive sexual be- 
havior in addition to eliminating abnormal 
sexual activities. It may often prove unwise 
to concentrate on the negative aspects of 
the patient’s behavior and hope or assume 
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that adaptive sexual activity will automati- 
cally follow. Wolpe’s use of sexual responses 
is an important method to be borne in mind 
for this purpose. 


SUMMARY 


An account is given of the available re- 
sults of behavior therapy in the treatment 
of sexual disorders. To date attempts have 
been made to treat impotence, frigidity, 
voyeurism, exhibitionism, transvestism, fet- 
ishism and homosexuality. The results sug- 
gest that the methods of behavior therapy 
can be applied with success in treating 
sexual disorders. Some additional sugges- 
tions are made. 
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Recent investigations have shown that not 
only the type of illness but also sociopsycho- 
logical factors influence the type of psychia- 
tric treatment a patient receives. As shown 
by Hollingshead and Redlich(2), persons 
from the upper social classes, as defined by 
education, occupation and place of resi- 
dence, are more likely to be selected for 
psychotherapy, while somatic treatment or 
custodial care is more common among the 
lower social groups. Rosenthal and Frank 
(6) reported an almost straight line rela- 
tionship between educational level and fre- 
quency of referral for psychotherapy in an 
outpatient clinic. In another clinic, Myers 
and Schaffer(5) found that the higher a 
person's social class the more likely he was 
to be accepted for psychotherapy and 
treated by highly trained personnel inten- 
sively over a long period of time. In a study 
of a private, nonprofit mental hospital, 
Kahn, Pollack and Fink(3) found that bet- 
ter educated, native-born and younger pa- 
tients were most likely to receive psycho- 
therapy as their sole form of treatment, 
while EST was more frequently prescribed 
for the older, foreign-born and more poorly 
educated patients. 

This paper reports on a systematic in- 
vestigation of the relation of specific charac- 
teristics in residents of a home for the aged 
to the selection of psychotherapy, other 
forms of psychiatric treatment or no psy- 
chiatric treatment. 


METHOD 


The population studied was a random 
sample of 160 persons, 65 years of age and 
over, residing in the Home for Aged and 
Infirm Hebrews of New York. 


1 From the Office of the Consultant on Services 
for the Aged, New York State Department of 
Mental Hygiene, Queens Village, N. Y., and the 
Home for Aged and Infirm Hebrews of New York. 

2 We are grateful for the cooperation of Frederic 
D. Zeman, M.D., Director of the Medical Services 
of the Home for Aged and Infirm Hebrews of New 
York. 


FACTORS IN SELECTION OF PSYCHIATRIC TREATMENT FOR 
INSTITUTIONALIZED AGED PERSONS 


ROBERT L. KAHN, Pu.D., ALVIN I. GOLDFARB, M.D., 
MAX POLLACK, Pu.D., anv ARTHUR PECK, M.D.’ 


A staff psychiatrist examined each pa- 
tient and entered his observations in a stand- 
ard way on a precoded form. The psychia- 
trist noted the presence or absence of 
chronic brain syndrome or other psychiatric 
disorder, the degree of the disorder, an 
opinion as to the need for psychiatric treat- 
ment, and the type of treatment indicated. 

In addition each patient was given 2 
brief psychological tests of mental status. 
These were a 10-item questionnaire testing 
orientation, memory and general informa- 
tion, and the “Face-Hand Test,” measuring 
ability to perceive two tactile stimuli simul- 
taneously applied to the face and hand(4). 

The relationship of the recommendations 
for psychotherapy, “other” psychiatric treat- 
ment, or no treatment to specific character- 
istics and performance of the patient was 
correlated. 


RESULTS 


Recommendation for Psychiatric Treat- 
ment : In the psychiatrist’s opinion, 84% of 
the 160 persons needed psychiatric treat- 
ment. Psychotherapy was the treatment 
recommended for 26% of the group ; a rec- 
ommendation for “other treatment” such as 
milieu therapy or drugs was made for 58% 
of the group ; 16% were not considered in 
need of any psychiatric care. 

Education : The relation between the type 
of psychiatric treatment recommended and 
educational background of the patient is 
shown in Table 1. Patients recommended for 


TABLE 1 


Psychiatric Treatment Recommendations and Education 

TREATMENT MEAN _—CODIFFER- 
RECOMMENDED EDUCATION ENCE t 
Psychotherapy (42) 8.7 

15 2.32* 

Other Treatment (71) 7.2 
No Treatment (21) 8.1 

Total (134) 78 


* Significant at .05 level. 
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psychotherapy had a mean educational level 
of 8.7 years, whereas those recommended 
for other forms of treatment had a mean of 
only 7.2 years. The difference between these 
groups was significant at the 5% level. Pa- 
tients for whom no psychiatric treatment 
was recommended had an educational level 
of 8.1 years. 

Age: As shown in Table 2, the patients 


TABLE 2 
Psychiatric Treatment Recommendation and Age 


DIFFER- 
ENCE 


RECOMMENDED AGE 


Psychotherapy (42) 


79.4 
2.8 
82.2 
78.7 
80.9 


Other Treatment (88) 
No Treatment (23) 
Total (153) 


recommended for psychotherapy were, on 
the average, almost 3 years younger than 
patients recommended for “other kinds” of 
psychiatric treatment, although the differ- 
ence is not statistically significant. The 
group for whom no psychiatric treatment 
was recommended was slightly younger 
than the psychotherapy group. 

Sex: The sample was predominantly fe- 
male, reflecting accurately the population 
of the Home. Males (27% of the sample) 
constituted 21% of those for whom psycho- 
therapy was recommended, 28% of those for 
“other treatment” and 32% of the group for 
whom no treatment was recommended. 
These differences fall short of statistical sig- 
nificance. 


TABLE 3 
Psychiatric Treatment Recommendation and Sex 


TREATMENT 
RECOMMENDED 


Psychotherapy (42) 
Other Treatment (93) 
No Treatment (25) 

Total (160) 


79% 
72% 
68% 
73% 


21% 
28% 
32% 
27% 


Chronic Brain Syndrome: The relation 
of treatment recommendation to the evalua- 
tion of chronic brain syndrome is shown in 
Table 4. There was very little difference be- 


TABLE 4 
Psychiatric Treatment Recommendation and Evaluation of 
Severity of Chronic Brain Syndrome 


Psychotherapy (42) 
Other Treatment (93) 
No Treatment (25) 

Total (160) 


tween the group recommended for psycho- 
therapy or “other treatment” with respect 
to the presence or severity of chronic brain 
syndrome. Sixty-four percent of the psycho- 
therapy referrals were rated as having no or 
mild CBS as compared to 57% of the “other 
treatment” group. In contrast, 80% of the no- 
treatment group were so rated. 

Mental Status Questionnaire : A marked 
difference between the psychotherapy and 
other treatment groups was shown for num- 
ber of errors on the Mental Status Question- 
naire (MSQ). Eighty-six percent of the 
“psychotherapy” group made less than 3 
errors, but only 63% of the “other treatment” 
group did as well, a difference significant at 
the 1% level of confidence. The “no-treat- 
ment” group fell in between with 76% mak- 
ing so few errors. 


TABLE 5 
Psychiatric Treatment Recommendation and MSQ Error 
Score 


MSQ ERRORS PERCENT 
3-10 


14% 
37% 
24% 
28% 


TREATMENT 
RECOMMENDED 0-2 


86% 
63% 
76% 
72% 


Psychotherapy (42) 
Other Treatment (93) 
No Treatment (25) 
Total (160) 


Face-Hand Test : Of the persons recom- 
mended for psychotherapy 77% were nega- 
tive on the Face-Hand Test, compared to 
only 44% of those recommended for other 
treatments (Table 6), a difference signifi- 
cant at the 2% level. The “no-treatment” 
group fell in between, with 68% negative. 


Discussion 


In general, psychiatric values have tended 
to restrict the use of psychotherapy to young 
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TABLE 6 


Psychiatric Treatment Recommendation and Response to 
the Face-Hand Test 

"TREATMENT PERCENT 

RECOMMENDED NEGATIVE POSITIVE 

Psychotherapy (42) 77% 23% 

Other Treatment (93) 44% 56% 

No Treatment (25) 68% 32% 
Total (160) 63% 37% 


adults. In recent years more interest has 
been shown in treating older persons by 
such methods. The selection of patients for 
psychotherapy, however, still appears to be 
influenced by a number of social factors 
which tend to eliminate older persons. The 
high percentage of persons recommended 
for psychotherapy in The Home for Aged 
and Infirm Hebrews is notable especially 
because almost all the residents were for- 
eign born and many had difficulty in speak- 
ing English. These are factors which militate 
against referral for psychotherapy in our 
society. The Home, however, has pioneered 
in the use of psychiatric treatment, includ- 
ing psychotherapy, with the aged(1). The 
staff psychiatrist doing the evaluations for 
this study undoubtedly more readily recom- 
mended persons for psychotherapy than is 
customary. Nevertheless, our study has 
shown that even in this institution referral 
for psychotherapy is influenced by social 
and cultural characteristics of the patient. 
Referral for psychotherapy is more likely to 
be made with persons who are better edu- 
cated, who are more alert and who are 
operating at higher levels of intellectual 
functioning. There is also a slight tendency 
for psychotherapy to be recommended more 
often for females, younger persons, and 
those without chronic brain syndrome, but 
these differences fail to be statistically sig- 
nificant. In general then, the selective fac- 
tors evidently affecting their recommenda- 
tions for psychotherapy are still comparable 
to those noted in studies of other popula- 
tions. 

The most common interpretation ad- 
vanced to account for the relationship of 
sociopsychological factors to selection of 
psychiatric treatment is that psychiatrists 
tend to select for psychotherapy persons 


who are most like themselves in terms of 
their social characteristics. 

Kahn, et al.(3), have emphasized that 
the critical factor in selecting patients for 
psychotherapy may be the possible com- 
municative interaction between therapist 
and patient. From this point of view it is 
understandable that those persons who are 
better educated, functioning at a superior 
intellectual level as measured by the Mental 
Status estionnaire, and more alert as 
measured by the Face-Hand Test, would 
be more appealing to the psychiatrists as 
possibilities for psychotherapy. 

These findings are of importance because 
they appear to illustrate that psychiatrists 
believe that a psychotherapeutic relation- 
ship requires discriminatory capacity, con- 
versational ability, good memory, and in- 
terest in establishing and maintaining a pa- 
tient-doctor relationship. This psychiatric 
attitude is contrary to what is often actually 
discovered in medical and psychiatric prac- 
tice. Experience with aged ill patients has 
revealed that brain-damaged, poorly edu- 
cated persons with disturbance of orienta- 
tion, memory and desire can make use 
of supportive personal relationships. They 
can benefit from a controlled patient-doctor 
relationship in which the development of 
insight is not an aim. It is possible that the 
very characteristics which provoke their 
rejection as candidates for psychotherapy 
may be indications rather than contraindica- 
tions for such treatment. As has been pointed 
out(1) the helplessness of the brain dam- 
aged person who has limited intellectual 
resources on account of early social and 
educational deprivation may be more amen- 
able to personal treatment techniques which 
involve implicit suggestion and are con- 
tingent upon his rapid and complete delega- 
tion of special powers to the physician. 


CONCLUSION 


The selection of aged patients for psy- 
chotherapy appears to follow the same so- 
ciopsychological trends as in younger per- 
sons. This manner of selection may tend to 
weed out the most helpless, anxious and 
most psychotherapeutically malleable can- 
didates for psychiatric care. 


Ag 
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CLINICAL NOTES 


(The Clinical Notes report the findings of the authors and 
do not necessarily represent the opinions of the Journal.) 


THE TREATMENT OF ANXIETY IN PRISON INMATES 


HARVEY BLUESTONE, M.D." 


The value of the tranquilizers in the men- 
tal hospitals is well established, but less 
well-known is their usefulness in the penal 
institutions. Emotional disorders are com- 
mon to both and it would not be an exag- 
geration to say that more problems in man- 
agement are apt to be found in the latter. 


Reaction to stress takes many forms in 
prison inmates as a result of confinement, 
boredom, close and continuous contact, lack 
of privacy, aberrant sexual behaviour as 
well as the response to sexual overtures. The 
anxiety induced by these pressures may 
thus range from mild neurosis to severe 
emotional disorders, and the management 
of these in a prison population poses dif- 
ficulties not encountered elsewhere and 
which tax the patience and judgment of the 
attending physician. Not only must he con- 
sider the desired clinical effect, but he 
must always be mindful of other considera- 
tions peculiar to such an institution. Thus, 
transfer of medication, frequently by sale, 
from one inmate to another, is common- 
place and requires careful screening of the 
patients as well as rigid supervision of drug 
therapy, both in amount and kind. 

It may seem surprising, but it is here 
that a drug may assume a “status” symbol, 
depending on its effect on cortical function. 
Barbiturates fall into this category because 
of the changes in sensorium they induce, 
or, as they are called by addicts or poten- 
tial addicts, “kicks.” As a result, the use of 
barbiturates has declined progressively, es- 
pecially with the advent of the phenothia- 
zines. 

Extensive experience with these agents 
has demonstrated their value in the treat- 
ment of tension and anxiety as well as in 
various psychosomatic disorders, such as 


1 Chief, Psychiatric Service, Sing Sing Prison, 
Ossining, N. Y. 


headache, ,sastrointestinal disorders, and 
palpitations. As in other institutions, each 
new compound has been tested in an effort 
to determine whether it provided advan- 
tages over therapies previously in use, with 
different criteria obviously in mind. The in- 
troduction of chlorpromazine was probably 
the most significant change, superseding as 
it did the barbiturates which were then 
prescribed where a “sedative” was indi- 
cated. However, and somewhat paradoxical- 
ly, excessive motor inhibition tended to re- 
duce the usefulness of this compound. In 
addition, extrapyramidal stimulation intro- 
duced an element disturbing to these pa- 
tients, and this in general, has been the 
greatest liability to this and succeeding 
phenothiazines. 

More recent experience with thioridazine 
(Mellaril) as evaluated in 65 cases has 
been uniformly satisfactory, both sub- 
jectively and objectively. Its efficacy in 
relieving tension and agitation has been 
reflected in improved sleep, and insom- 
nia is not as frequent a complaint as 
heretofore. As a matter of fact, this has re- 
sulted in a high degree of patient accept- 
ance, so much so that one must consider the 
psychological factors that are known to oc- 
cur in placebo response. On the other hand, 
valid effects which constitute definite ad- 
vantages include the lack of any stimulant 
effect, thus facilitating its use for legitimate 
medical reasons. In addition, the absence of 
extrapyramidal symptoms has been con- 
firmed in these patients, as has the low in- 
cidence of side effects. Jaundice, skin rash 
or other allergic manifestations have not 
been observed, and frequent blood checks 
have failed to reveal any signs of blood 
change. Drowsiness has been reported by 
some and has been controlled through a 
reduction in dose. Generally, dosage has 
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ranged from 75-200 mg. daily, with dura- 
tion of therapy varying considerably accord- 
ing to period of commitment. 
SUMMARY 
The phenothiazines exert a therapeutic 


activity having great value in penal in- 
stitutions. Experience has demonstrated that 
the toleration to thioridazine and its clinical 
effect make it a drug that is very helpful in 
the treatment of anxiety in prison inmates. 


CONTROLLING THE CHRONICALLY DISTURBED PATIENT 
WITH MASSIVE PHENOTHIAZINE THERAPY 


ROBIE T. CHILDERS, JR., M.D.' 


This report deals with the manner in 
which the problem of the chronically dis- 
turbed patient has been handled on a 50- 
bed ward that is used for the management 
and treatment of disturbed, hyperactive, re- 
sistive, and combative female patients from 
other sections of a 1800-bed state hospital. 

Chronic schizophrenic patients with in- 
frequent and/or acutely disturbed episodes 
as well as cyclic manic excitements usually 
respond to moderately large dosages of 
tranquilizers (such as 1000 mg. Thorazine ) 
or a short series of ECT. The main prob- 
lem over the years has been how to deal 
with the chronically disturbed and com- 
bative patient who causes unrest amongst 
the other patients on the ward. There were 
8 patients who fit into this category; six 
carried a schizophrenic diagnosis, one was a 
mental defective with psychosis and the 
other was a convulsive disorder with psy- 
chosis. They ranged in age from 26 to 63 
(average age 38). Length of hospitalization 
varied from 1% years to 13 years (average 
7% years). 

All patients were combative and had re- 
quired seclusion or restraint. Other symp- 
toms included hyperactivity, irritability, 
destructiveness, hostility, and hallucina- 
tions. All except one had had one or more 
definitive attempts at control with either 
tranquilizers, ECT, or the combination, 
with only temporary or insignificant im- 
provement. 

On the regimen as indicated in Table 1 
all 8 patients showed marked improve- 
ment. Hostility and combativeness dis- 
appeared or was markedly diminished both 


1 Richmond State Hospital, Richmond, Indiana. 


in frequency and intensity; 5 of the 8 
patients now participate in ward work 
and recreation. One patient has improved 
sufficiently to be placed on a convalescent 
leave. 

The “massive dosages” given these 8 pa- 
tients have not resulted in drowsiness, dizzi- 
ness, or disinterest. One displayed a tremor 
on Prolixin and another developed an ocu- 
logyric crisis on chlorpromazine but both 
were immediately controlled on Cogentin. 
This low incidence of side effects dramati- 
cally contrasts with the usual 40% to 50% 
incidence reported by others and seen by 
myself in the treatment of patients with 
much smaller dosages. For purposes of 
comparison we have equated the 3 drugs 
used as follows: 5 mg. Prolixin equals 10 
mg. Stelazine equals 250 mg. Thorazine.* 
The 8 patients described in Table 1 re- 
ceived an average of 1700 mg. Thorazine 
(or equivalent) daily. Ten patients on this 
ward undergoing treatment for an acute up- 
set were receiving an equivalent of 1000 mg. 
Thorazine daily. Twenty-four other chronic 
problem patients presently on the same 
ward are being controlled with an average 
of 600 mg. Thorazine (or equivalent) daily. 
(There is an incidence of 46% parkinson- 
isms, akathisia or dyskinesias in this group 
of 24 patients. ) 

Medications on this ward are usually 
given as a liquid concentrate. 


SUMMARY 


The successful management of an acutely 
disturbed ward rests in the control of the 
chronically disturbed and combative pa- 


2 Prolixin or fluphenazine—Stelazine or trifluo- 
perazine—Thorazine or chlorpromazine. 
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tients. A regimen utilizing an average of 
1700 mg. Thorazine (or equivalent) daily 
resulted in marked improvement in the 
behavior and adjustment of 8 “hard core” 
refractory patients. Multiple attempts by 
other means had failed to elicit a sus- 


tained improvement. An extremely low in- 
cidence of side effects was encountered. 
The question of control of the difficult 
patient is usually : 1. Which tranquilizer ; 
2. In what dosage ; 3. Over what period of 
time. 


TABLE 1 


Treatments Received by Eight Chronically Disturbed Patients 


TREATMENTS IN PAST WITHOUT 
SIGNIFICANT IMPROVEMENT 


TREATMENT RESPONSIBLE FOR 
IMPROVEMENT 


Combative, loud, profane, 
and hostile 


2. Mute and combative 


800 mg. Thorazine for 
7 months 


400 mg. Thorazine and 
40 mg. Stelazine for 3 


Thorazine 1600 mg. 


800 mg. Thorazine and 15 mg. 
Prolixin 


months 

800 mg. Thorazine and 
30 mg. Stelazine for 3 
months 

1200 mg. Thorazine and 
20 mg. Stelazine for 


Hostile, irritable, demanding, 
and combative 


Disturbed and combative 


Temperamental combative, and 
destructive 


Loud, fearful, combative, and 


1 month 


800-1600 mg. Thorazine for 
6 months 


Series ECT, symptomatic 
sedation 


“Moderate” dosages of 
Thorazine, Stelazine, and 
Prolixin, also ECT. 


1000 mg. Thorazine for 


2000 mg. Thorazine 


800 mg. Thorazine 


80 mg. Stelazine 


2200 mg. Thorazine 


hallucinating 4 months 
7 Uncooperative and combative 1200 mg. Thorazine for 800 mg. Thorazine and 30 mg. 
3 months Stelazine 


Hostile, uncooperative, and 
combative 


15-40 mg. Stelazine for 
5 months also ECT 


80 mg. Stelazine 


I have had extensive experience with De- 
prol, a proprietary preparation, combining 
400 mg. of meprobamate and 1 mg. of 
Benactyzine. This preparation has been 
widely promoted as an antidepressant. 
With our present interest in the various 
new antidepressants, it would seem timely 
to assess the position of Deprol in relation 


1745 Graydon Ave., Norfolk 7, Va. 


CLINICAL APPRAISAL OF DEPROL 
MICHAEL J. KEITH, M.D.' 


to the treatment of depressive illnesses. In 
2% years’ experience with the use of Deprol, 
including treatment of at least 150 patients, 
I have noted no specific antidepressant ac- 
tivity. The only depressive symptoms that 
it affects are those of anxiety, minor agita- 
tion and insomnia. 

Deprol is a useful drug in the manage- 
ment of anxiety when some degree of seda- 
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tion is required beyond that experienced 
with small doses of phenobarbital or mepro- 
bamate. A very considerable percentage of 
patients receiving Deprol will complain of 
drowsiness. Many patients can tolerate only 
half a tablet q.id., rather than one tablet 
q.id. No specific complications have been 
noted with the administration of Deprol 
(other than those noted in the administra- 


tion of meprobamate), beyond frequent in- 
cidence of sleepiness. 

In summary, in 2% years of usage, Deprol 
has exhibited no specific antidepressant ef- 
fect. However, it is useful as an ancillary 
treatment in certain anxiety syndromes, 
when a greater degree of sedation is re- 
quired than is afforded by the milder seda- 
tives and ataraxics. 


THE PREVENTION AND TREATMENT OF CHEMICAL 
PARKINSONISM WITH UK-738 


SIDNEY COHEN, M.D.! 


Some psychopharmacologists have con- 
sidered that the therapeutic and extrapy- 
ramidal effects of the phenothiazine series 
were positively correlated(1). The opinion 
was expressed early in the use of these 
compounds that the extrapyramidal syn- 
drome (EPS) should be deliberately 
elicited during the treatment of the chronic 
psychoses in order to assure full pheno- 
thiazination. Now it appears that the anti- 
psychotic and extrapyramidal components 
are separable ; active phenothiazines with a 
low incidence of the EPS have been studied 
(2). In our opinion the EPS is a disturbing, 
undesirable complication of therapy which 
should be avoided if possible, or promptly 
treated when it occurs. The chronic schizo- 
phrenic has serious and, to him, unexplica- 
ble derangements of perception, ideation 
and self concept. To impose the strange 
postural and kinetic aberrations of the EPS 
seems unwarranted. For this reason the 
prophylactic use of antiparkinsonian agents 
was instituted here when large amounts of 
phenothiazines with a known high inci- 
dence of the EPS were employed. Fifty 
chronic psychotic patients who were to be 
treated with high doses of prochlorpera- 
zine-model phenothiazines, were concur- 
rently given 4 mg. of UK-738 (N-ethyl-nor- 
tropine-benzhydrylether-hydrobomide) ? a 
day. Forty-four of the group manifested 
no observable signs of the EPS, six (12%) 
demonstrated either parkinsonian or mild 

1 Psychosomatic Service, GM&S Hospital, VA 
Center, Los Angeles 25, Calif. 

2 The UK-738 was supplied by Mr. Harry Alt- 
house of Sandoz Pharmaceuticals. 


dyskinetic symptoms which were controlled 
in all but one by increasing the dosage of 
UK-738 to 8-24 mg. daily. A single patient 
required both decrease of the phenothiazine 
and an increase in the UK-738 to 32 mg. for 
satisfactory control. The 12% incidence of 
the EPS may be contrasted with reported 
figures of 40-60%(3, 4) following the use 
of large amounts of perphenazine, trifluo- 
perazine or fluphenazine. When mild akin- 
esias such as muscle weakness and pain are 
included, this figure approaches 100%. 

As a rule the antiparkinsonian medication 
could be decreased to 2 mg. daily or omitted 
after the first two months of treatment. In 
13 patients attempts to discontinue the UK- 
738 resulted in the appearance of some facet 
of the EPS, indicating that suppression of 
these symptoms was actually occurring. 

Seventy-six chronic schizophrenics who 
had not been treated prophylactically de- 
veloped the EPS during their course of 
phenothiazine medication. They were given 
UK-738 as soon as the neuromuscular mani- 
festations of the EPS became apparent. Dos- 
ages varied from 4-32 mg. daily. The drug 
was well tolerated. In patients receiving the 
higher doses complaints of dryness of the 
mouth occurred. All but 12 patients lost 
their parkinsonian symptoms following UK- 
738 therapy along with reduction of dosage 
of the phenothiazine. The 12 treatment 
failures consisted of those who either con- 
tinued to have overt extrapyramidal symp- 
toms, or were insufficiently improved by the 
amount of the phenothiazine they could 
tolerate. 
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Eight patients have been taking UK-738 
for more than one year, of these 3 receive 
32 mg. daily. This group are “Parkers,” 
that is, they readily develop the EPS on all 
phenothiazines and appear to require con- 
tinuous suppression. A single dose of certain 
phenothiazines can induce dyskinetic move- 
ments of the neck and face in 1 patient of 
this group. UK-738 has produced a com- 
plete or sufficiently satisfactory remission in 
all of these patients. 


SUMMARY 
In the treatment of the long term psy- 
chotic patient who will require large 
amounts of phenothiazines, especially those 
with a piperazine ring in the side chain, 


consideration should be given to prevention 
of the EPS. UK-738 has satisfactorily sup- 
pressed these disturbing symptoms without 
adding undesirable side effects of its own. 
It has also proven to be an effective agent 
in the treatment of manifest chemical par- 
kinsonism. 
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A METHOD FOR SERIAL SAMPLING OF BLOOD DURING SLEEP 


JAMES L. MATHIS, M.D., BOYD K. LESTER, M.D., anv 
CHESTER M. PIERCE, M.D.' 


In order to study biochemical changes oc- 
curring in experimental human subjects 
during unsedated sleep and dreams, a meth- 
od of withdrawing blood without awaken- 
ing the subject has been successfully em- 
ployed at the University of Oklahoma 
Medical Center during the past year. 

Under local anesthesia a number 20- 
gauge indwelling polyethylene catheter is 
inserted into the most readily available 
large superficial vein of the forearm through 
a 17-gauge needle. The size of the needle 
obviates the use of smaller wrist and hand 
veins in most subjects. The catheter is 
connected to an intravenous extension tube 
20 inches in length which is in turn con- 
nected to a 3-way petcock taped at bed 
level to an ordinary intravenous standard ; 
500 cc. of saline is attached to the petcock 
through a second intravenous tube. Regu- 
lation of the saline drip to approximately 
6-10 drops per minute suffices to prevent 
coagulation in the tubing and yet intro- 
duces only 180-200 cc. of fluid in a 7-8 hour 
period. 

After taping the catheter to the arm and 


1 Respectively, Resident in psychiatry ; Assistant 
professor of psychiatry ; and Assistant professor of 
psychiatry, University of Oklahoma School of 
Medicine, Oklahoma City, Okla. 


checking the attachments, a small drop of 
collodion is placed over the venepuncture 
site. Blood is drawn with a 20 cc. syringe 
attached to the outlet arm of the petcock. 
Since the system distal to this petcock con- 
tains approximately 4 cc. of saline, this must 
be withdrawn and discarded before obtain- 
ing undiluted blood samples. After obtain- 
ing each blood sample it is important to al- 
low saline to flow rapidly for a sufficient 
time to clear the distal tubing of blood. The 
rate of flow is then again reduced to 6-10 
drops per minute. 

Depth of sleep is determined by moni- 
toring an encephalogram tracing through- 
out the night. Dream onset is shown by 
deviations of the tracings taken from elec- 
trodes glued to the outer canthus of each 
eye.” Since no sedation is given, obtaining 
an undisturbed sleep pattern depends upon 
the system producing a minimum amount 
of discomfort. The hum of an electric fan is 
an excellent method for masking incidental 
noises. Minimal light is obtained by using 
a rheostat wall switch which controls the 
light and keeps the room dimly illuminated. 
These measures permit normal sleep in most 
cases. 

2 Dement, W., and Kleitman, N.: J. Exp. Psy- 
chol., 53 : 339, May 1957. 
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Two difficulties have been found in this 
procedure. First, a 17-gauge needle de- 
mands a very large and stable vein. There- 
fore, the polyethylene catheter occasionally 
cannot be employed in subjects with small 
veins. Second it was found on several oc- 
casions that blood could not be withdrawn 
from the patient prior to sleep, even though 
the catheter was obviously within the vein 
as evidenced both by touch and by the free 
flow of saline. This has been observed even 
though blood comes easily when the vein 
is first punctured. In most instances blood 
again flows readily if the subject is allowed 
to sleep before the next attempt is made. 
No clear-cut explanation for this phenom- 
ena is offered. Psychological factors, in con- 
junction with the needling itself, may con- 


tribute to a localized venespasm. The fact 
that blood flows freely after the subject is 
allowed to relax supports this hypothesis. A 
change in blood viscosity secondary to anx- 
iety has also been postulated. There have 
been no untoward after effects or complica- 
tions of this procedure. 


CoNCLUSION 


An indwelling polyethylene tube in a 
large superficial vein offers a simple, safe, 
economical technique for obtaining serial 
blood samples without disturbing a sleeping 
subject. This permits study of hematological 
correlates of depth of sleep, diurnal and 
other periodic changes, and episodes of 
dreaming. 


A CLINICAL EVALUATION OF SKF-6333 


RUPERT H. MAY, M.D., THOMAS J. JOYNES, M.D., anv 
NORMA D. BYLENGA, A.B.' 


10- [2-(1-methyl-4-piperazinyl )ethyl] -2- 
trifluoromethyl phenothiazine dihydrochlor- 
ide ? was evaluated as a “tranquilizer” in 17 
female psychiatric patients (age: Mn + 
SE: 38.5 + 17 years) of the following 
diagnostic categories: 11 “acute” schizo- 
phrenics, 3 manic-depressive psychotics, 3 
involutional psychotics, 1 psychoneurotic. 
Chemically, SKF-6333 is trifluoperazine 
minus one methy] group in the side chain 
of position 10. Pharmacological animal ex- 
perimentation suggested a potency similar 
to chlorpromazine(1). 

The evaluation was “single-blind,” since 
data on human application were not avail- 
able. Nine of the 17 patients had not re- 
sponded to other forms of biological therapy 
during this hospitalization. The indications 
used were similar to those for chlorproma- 
zine. SKF-6333 was given in a total dosage 
range of 1,875 to 19,550 mg. (Mn + SE: 
7,960 + 1,523 mg.) over 16 to 129 days (52 
+ 8 days), with a highest daily dosage of 


1From the Cleveland Psychiatric Institute and 
Hospital, Cleveland 9, Ohio. 

2 SKF-6333 : The authors acknowledge with 
thanks financial support from Smith Kline & 
French Laboratories. 


15-600 mg. (257 + 35 mg.). 
Thirteen of the 17 patients improved 
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sufficiently for release, 4 needed additional 
ECT. Mental status ratings exhibited a 
moderate anti-psychotic effect, as seen in 
decrease of delusions, hallucinations, and 
hostility. Affect showed changes toward 
“normalization,” by increase when formerly 
depressed and by decrease when exag- 
gerated earlier. A definite “euphoric” effect 
was noted, especially in smaller dosages. 
Stimulation of activity and interest re- 
sembled trifluoperazine effects. The im- 
provement was insufficient in very disturbed 
schizophrenics. 

Twelve of the 17 patients showed various 
degrees of psychomotor restlessness as a 
side effect, all on a dosage of above 200 
mg./day. There were 4 instances of allergic 
skin manifestations (without accompany- 
ing eosinophilia) ; one other patient not in- 
cluded here, showed a strong skin eruption 
necessitating discontinuation of the com- 
pound after 4 days. 

The only changes approaching signifi- 
cance in the physiological and laboratory 
measurements were: a decrease in WBC 


“Rum Fits” are commonly understood to 
be epileptiform seizures occurring in per- 
sons chronically addicted to alcohol and 
presumably related in some way to the ad- 
dictive state. There have been reports sug- 
gesting that the convulsive state is related 
to withdrawal phenomena(1, 2, 3, 4), but 
the exact relationship or causal sequence 
remains unexplained. The incidence is of- 
ten reported to be around 10% and in a 
review of 200 consecutive past admissions 
for alcoholism to Fairfield State Hospital it 
was determined to be exactly this figure. 
In order to investigate the etiology of 
“Rum Fits,”? 16 bio-socio-psychiatric factors 


1 Chief, Male Admission Service, Fairfield State 
Hospital, Newtown, Conn. ; Clinical Instructor in 
Psychiatry, Yale University School of Medicine. 

2 The advice and encouragement of Dr. D. X. 
Freedman, Department of Psychiatry, Yale Uni- 
versity School of Medicine; and Dr. Jane E. 
Oltman, Clinical Director, Fairfield State Hospital 
is gratefully acknowledged. 


FACTORS DETERMINING “RUM FITS” 
JOHN W. RHINEHART, 


(p<.1l), in eosinophils (p<.l1), in mono- 
cytes (p<.l), and, significantly, BUN 
(p<.01). Five individuals exhibited patho- 
logical changes in the EKG, not accom- 
panied by clinical symptoms ; all changes 
reversed spontaneously or upon discontinua- 
tion of the drug. The EEG’s exhibited a 
tendency to “low voltage fast activity,” and 
6 EEG’s showed changes in the direction 
of a convulsive disorder. A modification of 
the Forrest method(2) permitted testing of 
urinary excretion of this compound and/or 
its metabolites, but was reliable only in 
dosage above 300 mg./day. 

SKF-6333 is a fairly powerful psycho- 
tropic agent, but unfortunately with a 
higher rate of side effects than comparable 
phenothiazines. 


BIBLIOGRAPHY 
1. Research and Development Division of 
Smith Kline & French Laboratories, personal 
communication. 
2. Forrest, F. M., and Forrest, I. S. : Am. J. 
Psychiat., 113 : 931, Apr. 1957. 


in alcoholics admitted to a state mental 
hospital were studied. These factors were : 
age ; sex; race ; handedness ; ethnic back- 
ground of patient and parents ; physique ; 
presence or absence of acidosis ; liver dys- 
function; skull x-rays; history of head 
trauma ; length of alcoholism ; number of 
previous withdrawal reactions ; diagnosis ; 
and electroencephalogram. The sample 
consisted of 80 consecutive admissions with 
a diagnosis of an acute or chronic brain 
syndrome associated with alcohol addic- 
tion, sociopathic personality disturbance 
addiction alcoholism, and other diagnoses 
with secondary alcoholism. Ten patients 
were excluded because of such factors 
as chronic metabolic disease, proven pre- 
alcoholic epilepsy, lobotomy, other ad- 
dictions, chronic infectious illnesses, or 
premature discharge from the hospital 
preventing adequate work-up. IBM cards 
were utilized in compiling and analyz- 


fell into a “non-convulsive group” and 19 
into a “convulsive group.” Fifty of the pa- 
tients were in the 40-59 year age group ; 
66 were men, 4 women ; 65 white, 5 negro ; 
51 patients had leptosomic-athletic phy- 
siques ; 38 had evidence of acidosis (CO, 
alteration below 25 meq/Z and positive 
urine acetone test) ; 5 had evidence of liver 
dysfunction (cephalin flocculation in excess 
of 2+ in 48 h, thymol turbidity in excess of 
4 units and prothrombin time in excess of 
2 sec. from normal) ; 56 patients had over a 
10-year history of alcoholism; 4 patients 
had significant abnormalities of skull x-ray ; 
20 had a history of previous head trauma ; 
45 had 0-1 previous acute brain syndromes 
and 25 had more than one. Eleven patients 
had non-specific EEG abnormalities; 36 
had acute brain syndromes (delirium tre- 
mens, acute hallucinosis, or pathologic in- 
toxication ) ; 65 were right handed. 

The seizures in the convulsive group were 
consistently generalized grand-mal in type 
except for one patient who experienced 
right-sided Jacksonian seizures ; they gen- 
erally occurred within 0-48 hours after 
being jailed or hospitalized. Each patient 
had only one seizure except for 2 patients 
with 3 and 3 plus consecutive seizures. 
Eight patients experienced convulsions 
without the development of delirium tre- 
mens ; 11 patients had associated delirium 
tremens and in 6 of these it appeared to 
follow the convulsive seizure. In 4 the tem- 
poral relationships were impossible to de- 
termine, and in 1 it occurred in the early 
phases of the delirium. 

In comparing the data in the convulsive 
group against those in the non-convulsive 
group, there were no significant or pre- 
ponderant findings. Neither physiologic im- 
balance nor the sociopsychiatric factors 
singly or in combination could be seen as 
related to the occurrence of seizures. The 
most apparent difference was in the greater 
incidence of abnormal EEG in the con- 
vulsive group (6 in the 51 non-convulsives 
and 5 in the 19 convulsives) but this find- 
ing was not statistically significant. In 
addition, the 6 patients with abnormal 
EEGs in the non-convulsive group showed 
no striking difference in the other factors 
from the 5 with abnormal EEGs who had 
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convulsions. 

Though it is often stated that “Rum Fits” 
commonly initiate or at least are a part of 
the withdrawal reaction from alcohol, the 
exact reason why some chronic alcoholics 
are vulnerable to their occurrence remains 
obscure. We can only guess that there is 
some multi-faceted interaction of structural 
and physiologic events that lies beyond the 
rather gross and obvious characteristics that 
were investigated here. 

More specific, detailed studies appear to 
be necessary and our experience reflects the 
need for a controlled research situation 
where all variables (particularly the se- 
quence of physiologic events during both 
active addiction and withdrawal) can be 
as carefully examined as possible. 


CONCLUSIONS 


1. A 10% recorded incidence for “Rum 
Fits” in an alcoholic population was de- 
termined by review of the charts of 200 
consecutive patients admitted to a state 
mental hospital. This is in essential agree- 
ment with other published data, though it 
is felt that if patients are more closely 
studied, the incidence is somewhat greater, 
as seen in the sample for the second part of 
the study. 

2. In a preliminary investigation of 16 
bio-socio-psychiatric factors, it was found 
that none of them singly or in combination, 
significantly differentiated those alcoholic 
patients who had “Rum Fits” from those 
who did not. A more controlled research 
situation was seen to be necessary in order 
to more closely study the variables of the 
addictive and withdrawal phases of al- 
coholism. 
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A CONTROLLED STUDY OF HALOPERIDOL : THE EFFECTS 
OF SMALL DOSAGES 


ARTHUR S. SAMUELS, M.D.' 


Haloperidol,? which is a 4’fluoro-4-1-(4- 
hydroxy -4- (4’-chloro ) - phenylpiperidino ) - 
butyrophenone, has recently been intro- 
duced in Europe as a promising tranquiliz- 
ing agent. Its interest to us lies in the fact 
that it is chemically unrelated to any medi- 
cation used in this country but is reported 
to have both therapeutic effects and side 
effects similar to those produced by the 
phenothiazines. Previous reports(1, 2) have 
noted the severity of extrapyramidal and 
other side effects with higher dosages. The 
purpose of this study was to ascertain the 
clinical effectiveness of this drug at dosages 
below those at which troublesome side ef- 
fects are usually encountered. 

Employing a carefully controlled double 
blind procedure, we administered the medi- 
cation to 26 inpatients (on the Tulane Psy- 
chiatric Service at the Charity Hospital of 
Louisiana in New Orleans). This report is 
on the 20 of those who fulfilled our control 
group requirements. This group includes 
10 schizophrenics (5 acute paranoids, 3 
acute undifferentiated, 1 chronic paranoid, 
and 1 chronic simple type), 1 acute para- 
noid reaction, 3 psychotic depressive re- 
actions, 1 anxiety hysteria, and 2 patients 
who demonstrated mixed organic-schizo- 
phrenic symptoms. There were 12 females 
and 8 males, ranging in age from 13 to 55 
years. Six of the patients had had previous 
psychotic episodes. The nature of the pre- 
cipitating factors for the present psychosis 
was severe in 1 case, moderate in 5 cases, 
and mild or unknown in the other cases. 
The overall duration of treatment varied 
from 2 weeks to 3 months with the con- 
trolled study including 2 weeks on drug and 
2 weeks on placebo for each patient. Dos- 
age was by mouth, usually 1 mg. b.i.d. the 
first week and 2 mg. b.i.d. the second week. 
Mental status evaluations, employing a 
scale described elsewhere(3) were per- 
formed weekly by the author. 


1 Dept. of Psychiatry and Neurology, Tulane 
University School of Medicine, New Orleans, La. 
2 Supplied as R1625 by the G. D. Searle and Co. 


RESULTS 


Estimating overall improvement follow- 
ing 2 weeks of therapy with R.1625, 8 pa- 
tients showed improvement with their 
symptoms subsiding completely ; 8 showed 
definite improvement but were still seeking 
further relief from their symptoms; 2 
showed only slight improvement with bene- 
fits not great enough to warrant further use 
of the drug; and 2 showed no change. 
These results were slightly better than 
those obtained by a matched control group 
receiving placebo only, but the difference 
between these two groups was not statis- 
tically significant. On the other hand, using 
the patients as their own controls, an im- 
provement which was statistically signifi- 
cant at the 1% level was found when the 
patient’s response to the drug was compared 
with the same patient’s response to the 
placebo. 

Changes in the severity of the following 
symptoms were recorded on a 4-point 
scale : disorder of affect, association defect, 
depersonalization, depression, anxiety, de- 
lusions, hallucinations, and social with- 
drawal. In only two of these, anxiety and 
social withdrawal, did the improvement 
show up as statistically significant (at the 
5% level of significance) as compared with 
the improvement of the group on placebo. 
In 2 cases of severe paranoid schizophrenia 
dramatic improvement was seen, with 
marked reduction or disappearance of 
symptoms within 24 hours after the patients 
were switched from placebo to drug. 

Improvement, when it occurred, became 
evident 24-48 hours after drug therapy was 
begun. Three patients showed definitely 
more improvement when they were receiv- 
ing 2 mg. b.i.d. than on 1 mg. b.i.d. Higher 
dosages for longer periods were tried with 
a few patients, but no increase in benefits 
was noted. 

Five of the patients in our group reported 
overwhelming sleepiness while taking 2 mg. 
b.id. They preferred to stay in bed and 
sleep most of the day, but could be easily 
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aroused. This side effect was much less 
severe on 1 mg. b.i.d., and actually caused 
discomfort in only 2 cases at the lower dos- 
age. There were no extrapyramidal side 
effects at the dosage levels employed, aside 
from a twitching of the masseter muscles 
in one case. No significant changes were 
noted in blood pressure, pulse, weight, tem- 
perature, CBC, liver profile or urinalysis. 


SUMMARY 
The clinical effects of Haloperidol in 


dosages small enough to avoid troublesome 
side effects were observed in a small, care- 


fully controlled study. The overall bene- 
ficial effects noted were inconclusive statis- 
tically as compared with placebo, although 
there was a significant reduction of anxiety 
on the drug. More extensive evaluation of 
this compound is indicated. 
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CLINICAL TRIAL WITH CYCLOPENTIMINE 


L. SCHWARZ, M.D., T. BAN, M.D., anp R. SMITH, M.D.1 


Published reports on cyclopentimine * 
have described it as “a well tolerated anti- 
anxiety, antipsychosis agent”(1). The only 
side effect reported in a few patients has 
been nausea, which subsided promptly 
with reduction of the dose or when anti- 
histaminics were added. The patients on 
the drug displayed an unusual willingness 
and interest in receiving the medication, 
and expressed a subjective feeling of well- 
being(2). 

Based on these findings, we carried out a 
clinical trial of the drug with 30 hospital- 
ized psychiatric patients. A limited response 
to previous treatment and absence of phys- 
ical pathology were the only criteria of 
selection. 

The diagnostic distribution of our sub- 
jects was similar to that reported by the 
other authors and we administered the 
doses in the dosage range suggested by 
them and by the manufacturer. The follow- 
ing table gives the diagnostic distribution 
of our sample group : 

Schizophrenic 27 
Psychotic depressive reaction 1 
Involutional psychosis, paranoid 1 
Mental defective with psychosis 1 


1 Verdun Protestant Hospital, Montreal, Que. 

2 The cyclopentimine used in this experiment 
was supplied through the courtesy of the Abbott 
Laboratories, under the trade name of Cypentil. 


Mean age was 50 years, with a range of 
21-63. Their hospitalization ranged from 2- 
26 years, giving an average of 20 years. 
Preceding the trial period the patients’ 
previous medication had been discontinued 
for 1-4 weeks. The subjects were put simul- 
taneously on 1000 mg. of Cyclopentimine 
in 4 divided doses. This was increased to 
2000 mg. in the second week and 3000 mg. 
in the third week. It had been planned to 
maintain a dosage of 3000 mg. q.id. ad- 
ministration until the end of the 10th week. 


RESULTS 


Within one week 19.8% of the patients 
were vomiting, 16.5% were nauseated and 
70% had lost 1 to 5 Ibs. in weight. Nausea 
and vomiting started immediately after the 
first dose of the drug and could not be sup- 
pressed by an antihistaminic agent (Di- 
paralene). 

At the beginning of the second week all 
the patients were placed on preventive Di- 
paralene. However the percentage of the 
vomiting patients increased to 52.8% by the 
end of the week, and to 62.7% by the end of 
the third week, and an additional 13.2% 
were nauseated. 

In combination with nausea and vomiting, 
insomnia occurred. In the first week 11% of 
the patients slept only 6 hours. In the sec- 
ond week this increased to 28% and in the 
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third week to 34%. With such severe side 
effects the patients did not feel well and 
were reluctant to take the medication. 

Other side effects of lesser importance 
were : extrapyramidal symptoms in 3 sub- 
jects, headache in 3 and dermatitis in 2. 

Because more than 75% developed side 
effects and because of the severity of the 
nausea, vomiting, weight loss and insomnia, 
the drug trial was discontinued after the 
third week. 

Psychiatric evaluation showed that 8 pa- 
tients had improved, 20 remained un- 
changed and 2 had become worse. 

One of the improved subjects was well 
enough to be discharged. This undifferen- 
tiated schizophrenic patient had presented 
paranoid trends with depressive mood 
changes (at the beginning of the drug 
trial). 

In all 8 improved patients the beneficial 
effects were manifested in decreased ag- 
gressiveness, and in mild euphoria. 


SUMMARY 


A clinical trial was conducted on 30 hos- 
pitalized female patients with cyclopen- 
timine. Decreasing aggressiveness and eu- 
phoria were observed as beneficial effects in 
8 patients. 

However, because of the uncontrollable 
side effects of severe nausea, vomiting, loss 
of weight and insomnia, as well as extra- 
pyramidal symptoms, headache and allergic 
dermatitis, the trial had to be discontinued 
prematurely. 

It seems that these severe side effects at 
the present time overshadow the com- 
pound’s potential therapeutic value. 


BIBLIOGRAPHY 
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A UNIQUE MONOAMINE OXIDASE INHIBITOR FOR DEPRESSION 


LUIGI BUCCI, M.D., anp JOHN C. SAUNDERS, M.D." 


N-Benzy]-N-methy]l-2-propynylamine 
(Mo-911)? is a new potent monoamine 
oxidase inhibitor both in vitro and in vivo. 
Authoritative opinion is sufficient for many 
writers to continue to challenge the role of 
the monoamine oxidase system in diseases 
of affect. Studies of iproniazid indicate that 
its irreversible inhibition may be the result 
of dehydrogenation at the active site of the 
enzyme. Preparation MO-911 with its triple 
bond provides an active site of formation 
for the enzyme complex. It also differs 
chemically from the previously tested 
preparations in that it does not contain a 
hydrazine or a carbonyl radical. Both of 
these groups introduce high activity sites 
in the molecule and are known to react 
with enzyme systems other than monoamine 
oxidase, specifically, many of the pyridoxal 


1 Research Facility, Rockland State Hospital, 
Orangeburg, N. Y. 

2 Preparation MO-911 (N-benzyl-N-methyl-2- 
propynlamine) was supplied by Abbott Labora- 
tories, North Chicago, 


enzymes. These radicals possibly account, 
in part, for the untoward effects of these 
drugs in man. This study adds confirma- 
tory data to support a hypothesis of one of 
us that monoamine oxidase has an essential 
role in depression and other diseases of 
affect(1). 

This preliminary report is on 25 female 
patients from an admission service. They 
were selected for their primary signs and 
symptoms (phenomenologically ) ; however 
3 patients were classified as depressives, 
1 manic-depressive, and the remaining 21 
were schizophrenics (3 with a history of 
alcoholism) characterized by autism, an- 
ergy, flatness of affect and depression. The 
secondary symptoms, delusions and _ hal- 
lucinations, of schizophrenia could not be 
elicited but contact with reality was lack- 
ing. Their ages ranged from 20 to 61 years ; 
however, 21 were in their 30’s. Three pa- 
tients were hospitalized for over 3 years, 5 
patients had more than one admission and 
had been ill for 2 to 3 years and the re- 
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maining 17 were first admissions. Previous 
psychopharmacological therapy had been 
given to 18 patients, 1 had received imipra- 
mine and 17 had received phenothiazines. 
Response was far from satisfactory, there- 
fore these patients were given MO-911 for 
alleviation of the primary symptoms of their 
psychoses. 

Patients were started on 25 mg. t.i.d. of 
MO-911 which was found to be effective 
in 22 of 25 patients. In the 2 who failed to 
respond, the dose was increased to 50 mg. 
t.i.d. without further clinical effect. Amelio- 
ration of depression is usually obvious with- 
in the third week of therapy. Patients be- 
come more alert and responsive, develop 
interest in personal hygiene, initiate activi- 
ties on the ward and become interested and 
better integrated in their environment. An- 
alysis of the 25 patients receiving MO-911 
demonstrates that it was clinically effective 
as 11 have been released, 4 are improving 
and will probably be discharged in the near 
future. There was no change in 2 and a 
paranoid schizophrenic became worse (agi- 
tated, confused and incoherent). The re- 
maining schizophrenics are free of their 
autism and depression and now we have 
added a tranquilizer in order to alleviate 
their secondary symptoms. The clinical ef- 
ficacy of MO-911 as an antidepressive agent 


is highly effective in depression and in 
schizophrenia where autism, flatness of af- 
fect and anergy characterize the patient. 

This monoamine oxidase inhibitor did 
not produce delusions or hallucinations dur- 
ing this study as is occasionally observed 
with the hydrazines or imipramine. There 
was no postural hypotension, edema, ataxia, 
color blindness, jaundice, neuritis or con- 
stipation. One patient had an insatiable 
thirst and laboratory studies revealed she 
was not a diabetic. Clinical laboratory 
studies of peripheral blood, urine and liver 
function were always within the normal 
range during this 8-month study. 

In conclusion, our preliminary studies in- 
dicate that MO-911, which represents a new 
chemical class of monoamine oxidase in- 
hibitors, is therapeutically one of the most 
effective antidepressive agents available. 
The apparent absence of toxicity and side 
effects are probably due to lack of the 
hydrazine and carbonyl moieties on the 
MO-911 molecule. This monoamine oxidase 
inhibitor fulfills the requirements of a prac- 
tical antidepressive drug in man and war- 
rants widespread clinical usage. 
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THE USE OF STELAZINE AND PARNATE IN 
CHRONIC, WITHDRAWN PATIENTS 


ALFRED H. VOGT, M.D.' 


Previous reports(1, 2) have evaluated 
the usefulness of Stelazine and Parnate ? in 
chronic, withdrawn, mental patients. This 
study was designed to further evaluate 
these drugs with the same type of patient 
but more particularly to use relatively high 
dosage of Stelazine in connection with 
manufacture’s recommended dosages of 
Parnate. Fifty chronic patients were select- 
ed from a white male population. These 
patients had all previously been extensively 


1 Houston State Psychiatric Institute, Texas Med- 
ical Center, Houston, Texas. 

2Parnate was provided by Smith Kline and 
French Labs. 


treated with tranquilizers and/or E.C.T. 
Most had been ill for 5 years or longer. The 
overall age was 40 years. Diagnostically 
they consisted of: 


TABLE 1 


Schizophrenia, all types 

Manic-depressive psychosis 

Mental defective with psychotic reaction 
Organic brain syndromes, all types 
Severe personality disorder 


Despite the variations in diagnosis, all 
showed primary and secondary symptoms 
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of the schizophrenias. All were socially and 
symptomatically seriously ill. 

These patients were initially removed 
from all medications for 2 weeks, during 
which they were physically examined and 
given an extensive mental status. Base line 
laboratory data were obtained. After 2 
weeks of observation Stelazine was started 
on all patients. The starting dosage was 
rapidly elevated to 20 mgs. b.i.d. 

Another evaluation period of 2 weeks 
was carried out during which time the 
dosage of Stelazine was adjusted to an in- 
dividualized maximum amount. Side effects 
were noted: 18 patients developed extra- 
pyramidal symptoms. In each case Artane 
controlled these side effects in conjunction 
with a reduction in the dosage of Stelazine. 
After 2 weeks on Stelazine, Parnate and 
placebo were given to 2 groups on a double 
blind basis. The study period was 3 months. 
During this time observations were made 
to determine social performance and symp- 
tomatic improvement ; the ward programs 
were held as constant as possible. 


RESULTS 

All patients were improved after the first 
2 weeks of treatment with Stelazine in both 
social and symptomatic areas. An analysis 


TABLE 2 

Stelazine-Parnate Group 
SOCIAL AND SYMPTOMATIC PLACED ON LEAVE 
Much improved 6 5 (1 return) 
Improved 13 
No change 5 

Stelazine-Placebo Group 
SOCIAL AND SYMPTOMATIC PLACED ON LEAVE 
Much improved 8 7 (1 return) 
Improved 10 
No change 8 


of the results at the end of the study are 
shown in Table 2. 

None of these 50 patients suffered hypo- 
tension, liver dysfunction, or dyscrasias, 
once an optimal individualized Stelazine 
dosage was obtained. Of the 18 patients 
receiving Artane 11 were in the Parnate 
group, 8 developed extrapyramidal signs 
after Parnate was started. 


Discussion 


It seems that Stelazine is the more active 
and significant agent accounting for the im- 
provement of these patients. It also seemed 
that when the Parnate was added (30 mg./- 
day) it amplified the extrapyramidal side 
effects of the Stelazine in certain cases. In 
general, symptomatic improvement was 
greater than improved social performance 
whether on placebo or Parnate. It was curi- 
ous to note that when the Parnate ran out 
many patients complained about not receiv- 
ing their medication. However, this is hard 
to evaluate because there was some en- 
thusiasm regarding the idea of being in a 
“project.” All patients, whether on Parnate 
or placebo, seemed more willing to work 
and carry on ward life. This attitude has 
persisted despite the ending of the “project.” 
The overall conclusion is that Stelazine and 
Parnate combined may give a slight edge in 
the activation of a chronic, apathetic, with- 
drawn patient over Stelazine alone. 

The rarity of serious side effect (except 
the extrapyramidal signs) was encouraging 
regarding the safety of higher dosage of 
Stelazine. 
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CASE REPORTS 


CIRCULAR MANIC-DEPRESSIVE REACTION 
MODIFIED BY “PROPHYLACTIC ELECTROSHOCK” 


DONALD W. HASTINGS, M.D.* 


Manic-depressive reaction of the circular 
type presents one of the most difficult prob- 
lems in psychiatry both to patient and 
physician. This case is deemed of reportable 
interest because it represents a reasonably 
successful control of this serious illness by 
the “prophylactic electroshock” (EST) 
method described by Geoghegan and Ste- 
venson.” 

The patient is a professional man of 56, 
married, three children. He was an only child. 
His father also had manic-depressive reaction 
and has been under my care for two depressed 
episodes and on one occasion both father and 
son were patients simultaneously on the same 
ward of this hospital. 

The patient’s normal personality is best 
described as obsessive-compulsive. He is metic- 
ulous, has a place for everything and every- 
thing in its place, has rigid control over feelings 
of anger but “boils inside,” pays a great deal 
of attention to money, etc. 

His first attack was a depression which oc- 
curred in 1929 (age 24). This lasted about 4 
months. The next attack came 10 years later 
(1939, age 34) and was another depression. 
He was hospitalized elsewhere for this attack 
and during its 6-month duration he received 
13 typhoid shots, 7 metrazol treatments, and a 
course of insulin shock therapy (depth and 
duration unknown). He was depressed again 
in 1940 (age 35) and made a suicide attempt 
with barbiturates. In 1944 (age 39) he was 
hospitalized again for depression with no 
known shock therapy. Immediately after the 
conclusion of this attack, again about 6 months, 
he went into a hypomanic episode which re- 
quired hospitalization and lasted about 8 
months. He had nine EST treatments at this 
time. This marked the onset of the definite 
circular form of the disease and since that time 
he has never been completely free of illness as 
will become clear. The depressed attacks have 


1 Department of Psychiatry and Neurology Uni- 
versity of Minnesota Medical School, Minneapolis 
14, Minnesota. 

2 Geoghegan, J. J.; and Stevenson, G. H.: 
Am. J. Psychiat., 105 : 494, Jan. 1949. 
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averaged 6 months, the elations about 8 
months. An interesting feature of this man’s 
cycling has been the extremely short period 
between attacks. Never more than a day or 
two, it has been at times a matter of minutes. 
On one occasion he reported passing from 
8 months of elation into what turned out to be 
6 months of depression while eating dessert 
one Thanksgiving Day. 

I saw him first (April, 1946) at the end of 
a hypomanic attack. Between that date and 
May, 1948, I saw him through continous ill- 
ness of one phase or another, and he required 
hospitalization during the worst of two hypo- 
manic and one depressed attacks. During these 
hospitalizations he received a total of 29 ESTs. 

At the APA meeting of May, 1948, Doctors 
Geoghegan and Stevenson reported on their 
experiences with “prophylactic EST”. The pa- 
tient was in the hospital at this time recovering 
‘from a hypomanic attack. I discussed this treat- 
ment with him on my return and he elected to 
try it. For the next 5 years (1948-1953) he 
received EST on an outpatient basis at ap- 
proximately monthly intervals although it was 
closer to 8-week intervals for the final years 
(see chart). During this 5-year period he con- 
tinued to cycle as before, but the amplitude 


Chart shows relation between course of iliness and 
“Prophylactic Electroshock” 
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of the swings was markedly reduced, to the 
point where one would not have detected the 
pattern readily unless the patient had factually 
reported how he felt. At no time during the 
years 1948-1953 of “prophylactic EST” did he 
require hospitalization, and he continued 
throughout this period in an active and success- 
ful professional life. It is interesting to note 
that this man carried an extreme apprehension 
of convulsive therapy dating back to his metra- 
zol experiences (1939). This apprehension 
mounted with each suceeding EST during 
these years until about 1952 it was deemed 
prudent to treat him in the hospital operating 
room under general pentobarbital anaesthesia. 
This practice has continued to date. He feels 
slightly less anxious under these circumstances 
although still has fear bordering on panic for 
24-48 hours before each treatment. 

In April, 1953, after 5 years of “prophylactic 
EST” with the results stated, both the patient 
and I raised the question of how long we 
should continue. He had had 39 ESTs in this 
series, not counting a total of 7 metrazol, 38 
EST, and a course of insulin shock in the years 
prior to 1948. Because there were no particular 
guide lines to follow and after correspondence 
with Dr. Stevenson, it seemed prudent to let 
this highly intelligent professional man make 
his own decision, since by this time he was in 
truth an authority on manic-depressive disease 
and its treatment. He elected to stop and see 
what happened. 

In October, 1953, it was necessary to hos- 
pitalize him again for a severe hypomanic 
attack which had begun to be crippling about 
6 weeks before. He was treated with an EST 
series (6 treatments in 11 days) and went into 
remission. We did not re-start the prophylactic 
EST subsequent to this attack largely because 
of his severe anxiety about the treatments and 
because I was interested in seeing if the old 
circular pattern was still in force. It was. By 
March, 1954, he was seriously depressed, had 
to be rehospitalized in mid-June, and received 
a series of 7 ESTs which produced remission. 
With these two hospital experiences in mind, 
we both saw there was no alternative to start- 
ing the routine again and began the next 5- 
year EST series on August 1, 1954. Again the 
amplitude of the swings was markedly re- 
duced, he contirued to practice his profession, 
and all in all was leading an active useful life 
with very little interference from the basic 
illness. 

In 1956 an interesting phenomenon occurred 
which represents the only period of failure of 
the method. By late June, 1956, he became 
quite depressed in spite of the prophylactic 


EST. (Examination of the chart indicates that 
ESTs were spaced quite far apart before this 
attack.) In September, 1956, he was read- 
mitted to the hospital, had 6 ESTs, went into 
remission, and the prophylactic EST was con- 
tinued, again with successful outcome, until 
April, 1959 (a total of 54 more ESTs since 
stopping the first 5-year series). At this time 
we again elected to stop. The main reason was 
that there might now exist the possibility of 
chemical control of both the elations and de- 
pressions. Neither of us by this time had any 
doubts that the illness would reassert itself in 
its previous force on stepping the prophylactic 
EST; rather, could --e control it with the 
newer drugs now available ? This proved in 
part to be the case in the hypomanic episode 
which started soon after. An average of 800 
mg. per day of thioridiazine (Mellaril, San- 
doz), drug number 1 on the chart, cut down 
the hypomanic int«nsity so that he was able 
to stay at home although it was touch and go, 
and there were several occasions when his wife 
felt he would have been better protected in 
the hospital. The patient felt rather dulled by 
the drug. He cycled into depression in mid- 
August of 1959, and then began a trial of the 
new anti-depressant agents. 

Between September, 1959 and April, 1960, 
four of the common agents then available were 
tried for approximately 4 weeks each : ipronia- 
zid (Marsilid, Roche), phenylethylhydrazine 
(Nardil, Warner-Chilcott) , nialamide (Niamid, 
Pfizer), and imipramine (Tofranil, Giegy), 
drugs 2, 3, 4, and 5 on chart. None of these 
altered his depression in any noticeable way. 
He continued to work sporadically during this 
time although on a reduced schedule and with 
frequent days away from the office. By late 
May, 1960, the depression had passed and he 
was again hypomanic, and again he rode out 
this attack at home with thioridiazine altera- 
tion. The hypomanic phase terminated in 
November, 1960, and was abruptly replaced by 
a retarded depression of such severity that he 
required hospitalization. He was at this point 
started on a trifluoperazine-tranylcympromine 
combination (Parstellin, SKF), drug number 6 
on chart, which we were using experimentally 
and the dosage was raised to 9 mg. and 90 mg. 
of each respectively. After about 3 weeks on 
these drugs the retardation seemed to lift 
somewhat, and he felt enough improved to re- 
turn home. However, in retrospect the im- 
provement was probably largely due to the 
sanctuary of the hospital than to the drugs be- 
cause shortly after his discharge he reported 
that he was not at all well. Still continuing on 
these drugs, he desperately tried to push his 
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way through the depression at home, but by 
the middle of February, 1961, it was apparent 
that he could not continue and he was read- 
mitted on February 26, 1961, in a severely re- 
tarded depression. Stopping these drugs (No. 
6) at this point did not seem to alter the illness 
in either direction. He received 9 ESTs and 
was discharged much improved on March 27, 
1961. 

The patient has elected to start another 5 
years of prophylactic EST feeling in retrospect 
that the only relatively “well” years he has had 
since 1943 were the periods of 1948-1953 and 
1954-1959. He feels that the various anti-de- 
pressant agents did nothing in his particular 
case and that while the chemical alteration of 
the hypomanic phases was useful, it was not 
as satisfactory as the prophylactic EST altera- 
tion. 

To date this man, now 56 years of age, has 
had 147 chemically or electrically induced 
convulsions spread over a 20-year period. He 
has had the usual temporary memory deficit 
after each closely spaced series of EST but 
has had little trouble with memory disturbance 
subsequent to each of the ESTs spread at the 
monthly or greater intervals (1948-1953 and 
1954-1959). He has had no instance of con- 
vulsions or convulsive equivalents during this 
period (except those medically induced) nor 
does he have any neurological evidence of 
central nervous system abnormality. His gen- 
eral physical status and laboratory studies have 
remained within normal limits. 


CoMMENT 
In this particular patient with circular 
manic-depressive illness, two 5-year series 
of prophylactic EST have been quite effec- 
tive in controlling the amplitude of manic 
and depressive phases. Stopping the treat- 
ment at the end of the first and second 5- 


year series saw the illness reestablish itself 
with its previous severity within a few 
months. In spite of the amount of convulsive 
therapy this patient has had, there is no 
clinical evidence of brain damage. This 
amount of convulsive therapy has done 
nothing to alter the basic manic-depressive 
process since it quickly reestablishes itself 
once treatment has been stopped. Five “anti- 
depressive” drugs were ineffective in alter- 
ing the course of his depressive phases. 
Thioridiazine was helpful in controlling the 
hypomanic phase. 

This patient is unique in a number of 
respects but in one above all others, i.e., he 
has had the courage to follow through with 
a long term treatment program when each 
EST. produced fear bordering on panic. My 
experience with prophylactic EST in similar 
cases has been that most patients are unable 
to follow through with this long a regimen 
because of the fear of treatments which 
develops. Although we routinely use pento- 
barbital anaesthesia-anectine modified EST 
in which the only unpleasantness for the 
patient is the needle stick for the anaesthet- 
ic, this has not seemed to reduce patients’ 
growing fears of treatments to any extent. 
Almost all patients report that so much fear 
is illogical, that they know they are in good 
hands, etc., but the fear persists. It is prob- 
ably the unusual person who will come to 
the hospital each month in spite of such 
fear, especially when he feels quite well. 
The power of rationalization, to regard the 
illness as a thing of the past, is too strong. 
If medals were awarded for this sort of 
courage, the patient described would qual- 
ify for one with four clusters. 


ACUTE INTERCURRENT PSYCHOSIS DURING THE COURSE 
OF FAMILIAL PERIODIC PARALYSIS * 


IRWIN M. GREENBERG, M.D.? 


The patient to be described was brought 
to the attention of the psychiatric consult- 


1 Adult Psychiatry Branch, National Institute 
of Mental Health, National Institutes of Health, 
Public Health Service, U. S$. Department of Health, 
Education and Welfare, Bethesda, Maryland. 

ey at Hillside Hospital, Glen Oaks, New 
York. 


ant because of the sudden onset of grossly 
psychotic behavior during the course of a 
long hospitalization for research purposes. 
The literature on familial periodic paralysis 
has revealed no other such cases. Aird(1) 
states that no clinical psychiatric changes 
can be discerned, and Straus(5) cites the 
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good social adjustment of the patients. Both 
imply that the patients do not encounter 
emotional difficulties, and appear to attri- 
bute this fact to the absence of cerebral 
pathology. Shy(4) also maintains that psy- 
chiatric symptomatology must be considered 
a complication of exogenous etiology during 
the disease, and not a primary manifesta- 
tion. Two cases of mental deficiency in 
children have been reported, however. 
Couston’s(2) case was that of a child be- 
lieved to have familial periodic paralysis 
as well as seizures, but without a family 
history of paralytic phenomena. The only 
suggestive familial symptoms were of mi- 
graine headaches in the boy’s mother and 
paternal grandmother. Another case report- 
ed by Prader and Zellweger(3) was a 7- 
year-old boy with a dystrophic adiposo- 
genital syndrome. The authors believed his 
primary lesion to be an adrenal cortical 
tumor or a hypophyseal disturbance. This 
boy did not have the familial form of 
periodic paralysis, but another potassium- 
losing lesion which produced periodic pa- 
ralysis. Shy(4) was of the opinion that he 
probably had primary aldosteronism. 

The following case is that of a patient 
who suffered from a psychotic episode dur- 
ing the course of familial periodic paralysis, 
and who also had chronic emotional difficul- 
ties related both to his organic illness and 
to his personality structure. This report will 
deal only with the patient’s acute psychotic 
episode. 


Chief Complaint: The patient was a 28- 
year-old, Caucasian Protestant laborer, of 
native birth, who absented himself suddenly 
from the hospital, without informing the clin- 
ical personnel. He was returned to the nursing 
unit by ambulance from a hospital in a nearby 
city, and when interviewed by his physician, 
was unable to recall having been on the unit 
previously, called himself by another name, 
was experiencing auditory hallucinations, and 
appeared generally confused. Emergency psy- 
chiatric consultation was then requested. 

Presenting Illness : Interviews with the nurs- 
ing personnel and with the patient’s physician 
revealed that 5 days prior to his elopement, 
he had lost his position as timekeeper for a 
firm in the neighborhood because of a past 
criminal record. The patient had become at- 
tached to his position and to his fellow work- 
ers, and became noticeably depressed when 


he lost the job. The next day, he solicited a 
ride on a passing truck to his home, which 
was about 100 miles from the hospital. He 
visited his family and returned the next day in 
the same manner. On the following day, he 
left the hospital without permission, with the 
intent of going to a nearby city to repay a 
debt. Upon encountering some old acquaint- 
ances, the patient began a bout of prolonged 
alcohol ingestion and was discovered by the 
police, wandering the streets and hallucinating. 
The patient was taken to another hospital and 
then returned to the nursing unit by am- 
bulance. 

Past Personal History: The patient’s past 
history revealed that he had first become ill at 
4 years, and felt deprived because he could 
not participate in ordinary activities. He was 
in the Armed Forces for a few months until his 
illness was discovered, and then given a medi- 
cal discharge. He was also treated with penicil- 
lin for a positive blood serology while in the 
Armed Forces. On one occasion, he was con- 
victed of stealing an automobile and was 
placed on parole during the course of his hos- 
pitalization. 

Psychological evaluation in prison had been 
done, and the diagnosis of sociopathic per- 
sonality disorder had been made. A prison re- 
port described the patient as seclusive, and im- 
plied that he used his illness as an excuse for 
lack of success. On one other occasion, while 
in the hospital, the patient had disappeared 
overnight and returned suddenly. He had gone 
to the same nearby city impulsively. The epi- 
sodes of automobile stealing were later de- 
scribed by the patient as essentially impulsive 
acts. 

The patient had done a good deal of travel- 
ling about the country, had not finished high 
school, and worked at odd jobs for varying 
periods of time, never for more than 2% years. 

Family History: The family history was 
meager. The patient was the fifth child in a 
family of seven, with three brothers and three 
sisters. One brother, one sister, and his father 
also suffered from familial periodic paralysis. 

The patient’s father was interviewed by one 
of the ward physicians, who described the 
father, an electrician, as a short, weak and 
overbearing man. The physician felt that the 
patient’s difficulties could be understood in 
terms of the father’s emotional aloofness and 
authoritarian manner. 

Course : At the initial interview, the patient 
was acutely agitated, was pacing his room, 
and stated that he had to walk to St. Louis. 
He called himself by another name, R., and 
said that if he could only walk to St. Louis, 
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everything would be all right. He was having 
auditory hallucinations, was disoriented for 
time, place and person, and did not recognize 
any of the nurses or physicians, whom he had 
known for 14 months. There was no recognition 
of the possibility that his behavior or feelings 
were unusual. He felt that he had to obey the 
voice he heard telling him to walk to St. Louis. 

Blood was drawn to evaluate bromide and 
barbiturate levels, which were normal. Thy- 
rotoxic crisis was excluded by a normal protein- 
bound iodine value, determined from a recently 
drawn blood sample. The basal metabolic rate 
and electrolytes were also of normal value. 
Blood serology was negative. 

Heavy doses of chlorpromazine were in- 
stituted and the patient was seen daily by the 
consulting psychiatrist for the next month. 
The nursing staff was carefully instructed in 
the care of the patient, an attendant was with 
him at all times, and occupational therapy was 
instituted. 

Within one week, the patient remembered 
his name and began recognizing ward per- 
sonnel. He still heard voices, and maintained 
that the voice of his conscience was speaking 
to him. He was noticeably depressed, and 
wanted to leave the hospital. R. was the name 
of a deceased friend whom he had last seen in 
St. Louis, together with a deceased girl friend 
whom he felt he wanted to see once more. The 
patient also began remembering the deaths of 
some people who had been important to him 
in recent years. 

Psychological testing was done during the 
following week.* The psychologist’s summary 
was : “The tests show S, with an average vo- 
cabulary, to be at the upper end of the ‘normal’ 
range (I. Q. 108). Had he not been so heavily 
sedated during the initial session, he might 
well have tested slightly higher, classifying as 
‘bright normal.’ The drawing he produced is 
more like those done by organics than by schiz- 
ophrenics. It suggests his rejection of his 
paralyzed legs and his virility strivings. The 
Rorschach is very impoverished and _stereo- 
typed, again more organic than schizophrenic, 
and indicative of profound emotional repres- 
sion. The TAT stories reflect some aspects of 
his upbringing, particularly the element of 
parental domination, no doubt enhanced by his 
infirmity, from both of which he seeks escape. 
Unfortunately, his escape fantasies lead him 
into alcoholism and into aggressive anti-social 
behavior. While it is true that he has recently 


3 The author wishes to thank Isabelle V. Ken- 
dig, Ph.D., of the Laboratory of Psychology, Na- 
tional Institute of Mental Health, for her invaluable 
assistance in testing the patient. 


had a dissociative episode and been hallu- 
cinated following a drinking spree, I find no 
evidence in the tests of schizophrenic think- 
ing. There is probably mild, underlying or- 
ganic pathology but the main problem from the 
personality standpoint is his psychopathic be- 
havior and his psychopathy I would consider 
secondary to his illness, not primary.” 

Other findings included a “repression of 
affective life” on the Rorschach test, and several 
TAT stories with the theme of loss and sub- 
sequent grief. 

The patient improved during his final month 
in the hospital. He continued to be depressed, 
but stopped hallucinating and became com- 
pletely oriented. The dosage of chlorproma- 
zine was gradually decreased. He was dis- 
charged to his family and arrangements were 
made for him to have psychotherapy in his 
home community. Several months later, he was 
again arrested for stealing an automobile. 


Discussion 

Some of this patient's difficulties appear 
to bear a direct relation to his organic 
disease process. His wish to walk to St. 
Louis appears to be in keeping with the 
fact that exercise early in the course of an 
episode can abort an attack of familial 
periodic paralysis. It is also not surprising 
that a person with a diseased muscular sys- 
tem and a domineering father would choose 
to steal an automobile in an attempt to ex- 
press his manliness and independence. The 
intense separation anxiety as evidenced by 
his depression and several of the TAT stor- 
ies can be understood if one imagines a 4- 
year-old boy suddenly unable to move or 
to defend himself. 

The discrepancy between the psycholog- 
ical test findings of organicity and the ab- 
sence of organic cerebral pathology in pa- 
tients with familial periodic paralysis(1, 4, 
5) can be explained as follows : any patient 
with a chronic, organic, incapacitating dis- 
ease will show evidence of that disease on 
any kind of psychological examination. 
Whether the cause of paralysis be of central 
or peripheral nervous system origin, or of 
muscular or metabolic origin, the patient 
perceives the final result of paralysis. The 
body image and self-image concepts are 
then altered in response to the paralytic 
episodes, and modified by the patient's other 
personal experiences. It is these altered con- 
cepts which appear on the psychological 
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tests as evidence of organic pathology. “Re- 
pression of affect,” similarly, can occur as a 
reaction to, rather than as a consequence of, 
organic disease. Hence, the preponderance 
of organic-like signs of the psychological 
tests need not be taken as evidence of or- 
ganic brain pathology, but rather as the 
psychological reaction to repeated episodes 
of muscular weakness and paralysis. 

Although there was considerable alcohol 
ingestion, possibly prior to the onset of the 
hallucinations, the time required for re- 
covery was unusually long for an acute al- 
coholic psychosis. Furthermore, there was 
clear evidence of unrealistic behavior un- 
related to alcohol ingestion in the patient’s 
sudden elopement from the hospital. In 
view of the absence of schizophrenic signs 
on the psychological tests, the clinical diag- 
nosis was that of a functional acute psy- 
chotic episode in a person with concurrent 
familial periodic paralysis and a sociopathic 
behavior disorder. 


SUMMARY 


The literature on familial periodic pa- 
ralysis has revealed no cases of intercurrent 


psychosis. The patients have been described 


by several authors as being relatively free 
of emotional difficulties, and this freedom 
has been attributed to the absence of cere- 
bral pathology. A case is presented in which 
there was an acute psychotic episode dur- 
ing the course of familial periodic paralysis. 
The patient also had a sociopathic person- 
ality disturbance. Psychological test findings 
are presented, as well as the course of the 
psychosis. The relation of the patient's psy- 
chiatric symptoms and psychological test 
results to both his organic illness and his 
personal history is discussed. 
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COMMENTS 


RESTRAINT 


Psychiatry would be wise to refrain from 
expressing an opinion on any subject, un- 
less the subject matter is clearly within the 
realm of psychiatry. In other words, an in- 
dividual psychiatrist, or psychiatrists col- 
lectively through the American Psychiatric 
Association, should not advise upon any 
topic unless clinical experience or scientific 
research has accumulated a relevant body 
of information, adequate to support the 
advice. 

The public has a right to expect that a 
psychiatric opinion will be an expert opin- 
ion. Advice which is based merely on the 
convictions of an individual psychiatrist is 
likely to mislead the public, who will as- 
sume that it is an expert opinion based upon 
the collective knowledge of psychiatry. 

An illustration is found in the public 
debates about the abolition of capital pun- 
ishment. There is some evidence that capital 
punishment does not have the deterrent 
effect assumed by its proponents. Evidence 
of this nature has not been gathered by psy- 
chiatrists and does not belong in the realm 
of psychiatry. It is doubtful that psychiatry 
has anything to contribute to a debate about 
capital punishment. 

On the other hand, there are many public 
issues to which psychiatry can make a con- 
tribution, by giving an expert opinion based 
upon the special knowledge inherent in the 
practice and science of psychiatry. 


The legal rules governing criminal re- 
sponsibility provide an apt illustration. 
These rules are not the prerogative of psy- 
chiatry—they are distilled from the know]- 
edge of many disciplines. The ultimate re- 
sponsibility for their formulation rests with 
the legislature. Psychiatry plays a leading 
role in the formulation of the tests because 
it is in a position to provide factual informa- 
tion and expert advice. 

The same may be said of the role of psy- 
chiatry in relation to legislation governing 
the sex offender. At present, it is possible 
for a psychiatrist to make a reasonably ac- 
curate prediction of the outcome in a par- 
ticular case. Even more accurate prediction 
tables should be forthcoming in the near 
future and they are bound to have an im- 
pact on some of the unnecessarily harsh, 
punitive laws now in existence. Likewise, 
psychiatry can put forward concrete, spe- 
cific proposals in relation to such topics as 
juvenile delinquency, therapeutic abortion 
and sterilization. 

The climate of public opinion is favour- 
able to psychiatry. Psychiatric opinion is 
accorded a respectful welcome in most 
forums. This attitude may well change to 
scepticism if psychiatry does not practise 
restraint and refuse to enter into a discussion 
of controversial issues to which psychiatry 
can make no well-founded contribution. 

K.G.G. 


THE PIERIAN SPRING 


Great minds are preeminently good or bad, and education makes them better or worse. 
—Sm OSLER 
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This report presents in summary form the 
principal actions of the Council and the 
Executive Committee at meetings held 
throughout the year. Some routine matters, 
such as referrals to Committees prior to 
definitive action, are not included. Copies 
of the full minutes have been forwarded to 
the officers of each District Branch and Af- 
filiate Society following the various meet- 
ings to keep their members informed of the 
matters that were considered and the action 
that resulted. 

Executive Committee Meetings, June 23, 
September 12 and October 27, 1960. Ap- 
proved the recommendation of the Ad Hoc 
Committee on Insurance and authorized the 
transfer of the APA malpractice insurance 
program from Lloyds of London to domestic 
carriers effective July 1, 1960. Also author- 
ized the Committee to send a letter to the 
membership explaining the change of mal- 
practice insurance coverage and to follow 
this with a brochure on insurance cover- 
age. Heard a report from the Secretary 
regarding a meeting of a special committee 
comprised of representatives of the Council, 
Assembly, Membership Committee and the 
staff to discuss details involved in certifying 
District Branches to process APA member- 
ship applications. Directed that billing for 
dues and mailing of publications of the 
Association will start at the time of the 
Annual Meeting for new members regard- 
less of when they are elected to APA mem- 
bership. Directed that the request of a 
District Branch for certification to process 
APA membership applications must be sub- 
mitted to the Secretary by December 15 of 
a specific year or the request will be held 
over until after the following Annual Meet- 
ing. Considered several items regarding 
resignations and other membership matters 
and took appropriate action. Approved the 
recommendation of Dr. Henry Laughlin, 
APA representative to the Council on Medi- 


PROCEEDINGS OF THE 
AMERICAN PSYCHIATRIC ASSOCIATION 


SUMMARY OF MEETINGS OF COUNCIL AND EXECUTIVE COMMITTEE, 
MAY 1960 TO MAY 1961 


cal Television, that the Association retain 
its membership with this Council for an- 
other year and authorized the payment of 
dues and registration fees from the Council 
Contingency Fund. Indicated that the APA 
always welcomes its friends from abroad, 
particularly during the Annual Meeting, but 
with full appreciation of the problems in- 
volved in planning the Third World Con- 
gress of Psychiatry, it was suggested that 
visits to the U. S. not be encouraged until 
after the Congress is adjourned. Approved 
for one year the recommendation of the 
Board of Tellers to include biographical ma- 
terial on candidates for APA offices, but 
directed that the plan should be limited to 
the nominees for the Council and any other 
office in competition, and the biographical 
material should be limited to his address, 
position or employment title, elected offices 
and Committee Chairmanships that he has 
held in the activities of the Association. 
(Amended by the Council, December 2, 
1960.) Elected office in District Branches 
should also be included with the biographi- 
cal material. The Nominating Committee 
was directed to gather this information as a 
part of its work in selecting candidates. 
Authorized a contribution of $50 to the 
National Society for Medical Research from 
the Council Contingency Fund. Appointed 
Dr. Reginald Lourie to act as Co-Chairman 
of the Institute of Child Psychiatry Training 
to be sponsored jointly by the APA and the 
American Academy of Child Psychiatry. 
Appointed Dr. Melitta Schmideberg to rep- 
resent the Association at the Second United 
Nations Congress on the Prevention of 
Crime and Treatment of Offenders which 
was scheduled to be held in London, August 
8-20, 1960. Directed the Treasurer to con- 
tact a foundation to solicit a small grant to 
underwrite the expenses of a_ visiting 
lecturer under the auspices of the APA to 
the Eighth World Congress of the Interna- 


265 


a 
. 


266 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


| September 


tional Society for the Welfare of Cripples. 
Approved publication of the manuscript on 
source material dealing with youth and its 
problems as prepared by the Committee 
on Academic Education provided sufficient 
financial support was obtained to offset any 
losses that would otherwise be incurred by 
the Association. Was informed of the fol- 
lowing Presidential appointments: Drs. 
Ewald Busse, Maurice Linden and Mathew 
Ross as Delegates, and Dr. Alvin Goldfarb 
as Alternate, to the White House Confer- 
ence on Aging, January 9-12, 1961; Dr. 
George S. Stevenson as representative at 
the 1960 annual meeting of the World Fed- 
eration for Mental Health, August 7-12, in 
Edinburgh, Scotland; and Dr. Henry 
Laughlin as representative to the 1960 an- 
nual meeting of the Royal Medico-Psycho- 
logical Association in London. Reaffirmed 
its previous action (March 1948) favoring 
inclusion of the name of Miss Dorothea Dix 
in the Hall of Fame. Agreed to nominate a 
candidate for the Distinguished Achieve- 
ment Award presented annually by the 
medical journal Modern Medicine, and 
unanimously nominated Dr. Earl D. Bond 
as the APA candidate for this Award. Ap- 
proved the publication of the brochure 
“Psychiatric Units in General Hospitals” in 
accordance with the recommendation of 
the Committee on Standards and Policies of 
Hospitals and Clinics. (This brochure was 
prepared by the Committee in Liaison with 
the American Hospital Association and its 
counterpart committee from the AHA.) 
Directed that the Association would not be 
able to make a financial contribution to the 
exhibit proposed by the U. S. Committee 
for the International Conference on Social 
Work for display at the Tenth International 
Conference in Rome in January 1961. Ap- 
pointed Dr. Anthony Maniscalco as repre- 
sentative to the American Nurses’ Associa- 
tion and the National League for Nursing. 
Heard the Treasurer report that in accord- 
ance with a previous directive of the Execu- 
tive Committee he had contacted the Mil- 
bank Foundation and requested a small 
grant to underwrite the expenses of a guest 
lecturer for the Eighth World Congress of 
the International Society for the Welfare of 
Cripples. A grant of $1200 was approved by 
the Foundation with the understanding that 


unexpended funds would be returned. Fol- 
lowing the payment of the expenses, a small 
surplus remained in this account. The 
Treasurer was directed to contact the 
Foundation for permission to pay a $250 
honorarium to the guest lecturer from the 
balance. Suggested the appointment of a 
member of the Committee on Aging from 
the New York City area as representative 
to the Second Annual Conference of the 
National Committee on Aging and author- 
ized payment of expenses not in excess of 
$15. Authorized the Treasurer to pay finan- 
cial obligations of a continuing nature after 
they have been initially approved by the 
Council until such time as the obligation 
may be formally terminated. Authorized the 
purchase of a new U. S. flag for the Central 
Office with the expense to be charged 
against the Council Contingency Fund. Did 
not approve a proposal from the Board of 
Tellers that a photograph of each candidate 
should be included on the ballot along with 
biographical material. Amended and ap- 
proved the membership application form 
endorsed by the Membership Committee. 
Authorized the Medical Director to nego- 
tiate with a travel agency regarding the 
possibility of chartered flights for APA 
members and their families to overseas 
scientific meetings and to ascertain the 
amount of membership interest in such 
flights through an announcement in the 
Mail Pouch. Regarding the proposed tour 
the U. S. facilities for foreign guests fol- 
lowing the Third World Congress of Psy- 
chiatry, several guide lines were formulated 
to assist the APA Liaison Committee with 
arrangements : (a) The APA would not pro- 
vide financial help for the travel of foreign 
visitors who were interested in visiting psy- 
chiatric facilities in the U. S. (b) Such travel 
would be encouraged only after the Con- 
gress. (c) An informal tour of one week 
through the major facilities in the adjacent 
eastern states of the U. S. would be ar- 
ranged for the visitors, and in addition, they 
would be notified that other facilities would 
be happy to welcome them should their 
plans involve trips to other parts of the 
country. The Liaison Committee was spe- 
cifically encouraged to continue its efforts 
to arrange a suitable one-week, post-con- 
gressional tour of the U. S. facilities and to 
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explore at its discretion such other hospital- 
ity measures that seem appropriate. Asked 
the Secretary to inform the Indian Psychi- 
atric Society that their invitation for the 
APA to send a representative to their annual 
meeting in Ranchi, Bihar on February 8-12, 
1961 would be taken under advisement. 
Council Meeting, December 2-3, 1960. 
Amended the previous action of the Execu- 
tive Committee so that biographical ma- 
terial would be included on the ballot for all 
nominees for APA office. Amended and ap- 
proved the recommendations from the Exec- 
utive Committee regarding ethical com- 
plaints as follows: 1. The Secretary shall 
sign all letters related to ethical charges 
and the ultimate decisions, favorable or un- 
favorable, in such matters as an instrument 
of the Council. 2. When a complaint is re- 
ceived from any source against a member of 
the APA, the Secretary shall advise the 
member of the specific complaint and his 
rights and obligations in dealing with the 
matter. 3. When the Committee on Ethics 
recommends that a member be cleared of 
specific charges and its recommendation is 
approved by the Council, the Secretary shall 
write to the accused member stating in une- 
quivocal terms that he is exonerated. 4. 
When a complaint is received from any 
source against an individual who is not a 
member of the APA, the Secretary shall ad- 
vise the complainant that the Association 
has no jurisdiction in the matter. Supported 
the belief of the Long Term Policies Com- 
mission that Sections perform a useful func- 
tion in opening up particular areas of psy- 
chiatry and in providing a forum for mem- 
bers to meet, to discuss and to exchange 
views relating to such areas. Approved the 
recommendation of the Commission that 
the five measures regarding Sections 
adopted by the Council on May 7, 1960 
should be studied in operation for at least 
one year before further changes in the or- 
ganization and function of Sections are con- 
sidered. Amended and approved the recom- 
mendation of the Commission that reports 
from Section Chairmen and reports specifi- 
cally on the operation of the Sections from 
the Chairman of the Program Committee 
should be submitted to Council at the time 
of each Annual Meeting with the under- 
standing that such Sections that do not have 


an opportunity to report may present either 
a written or verbal report to the fall Coun- 
cil Meeting. Amended the recommendation 
of the Commission and directed that the 
Committee on Committees assume the func- 
tion of a Reference Committee and em- 
powered it to use as a consultant the Chair- 
man of any other Committee or Commission 
necessary to accomplish its purpose. It was 
agreed that such a Reference Committee 
should be supplied with the necessary staff 
assistance. Approved the recommendation 
of the Commission that from time to time 
Task Forces should be set up by the Coun- 
cil, when necessary, to deal with problems 
requiring assistance not ordinarily available 
to the Committee operating within the area 
in which the problem has arisen ; that such 
a Task Force should consist of a sub-com- 
mittee of an existing Committee together 
with individuals from outside the Associa- 
tion. Membership of the Task Force are to 
be appointed by the President on recom- 
mendation of the Chairman of the Com- 
mittee concerned. The Task Force should 
be assigned for a specific area of operation 
and set up for a limited period of time. Ap- 
proved in principle the recommendation of 
the Commission that it would be desirable to 
have staff assistance made available to each 
of the three Coordinating Committees and 
that a fourth staff person should be in 
charge of staff assistance to all Committee 
work, but that implementation of the recom- 
mendation would be dependent upon the 
availability of funds. Approved the recom- 
mendation of the Commission that when an 
Archivist-historian is appointed to the Cen- 
tral Office staff, the cross-indexing of Com- 
mittee reports should be one of his assign- 
ments. The recommendation of the Com- 
mission that the possibility of listing all 
papers delivered at meetings organized by 
the APA which are not published and mak- 
ing the list available to the membership, be 
referred to the Committee on Internal Man- 
agement, was disapproved. Approved the 
recommendation of the Commission that the 
Program Committee give consideration to 
the proposal that the Isaac Ray Lecturer 
have an opportunity to present a lecture on 
his subject to the members at the Annual 
Meeting. Reaffirmed its previous action of 
May 1953 that APA representatives work 
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with representatives of other national psy- 
chiatric organizations looking toward the 
formation of a world psychiatric organiza- 
tion. Authorized the Executive Assistant to 
send out the 1961-62 dues notices on or 
about May 15, 1961 and empowered the 
Treasurer to borrow sufficient funds to meet 
current operating expenses of the Associa- 
tion until these dues are received. Approved 
the budget recommended by the Budget 
Committee for the 1961-62 fiscal year as 
presented. Approved a general endorsement 
of the manuscript “Services for Children 
with Emotional Disturbances” prepared by 
the Committee on Child Health of the 
American Public Health Association. In- 
dicated that since the APA recognizes only 
the American Board of Psychiatry and 
Neurology, Inc. as the examining body for 
certification of specialists, the Association 
does not evaluate other approving bodies 
for such certification. Approved the recom- 
mendation of the Policy Committee and 
recommended to the membership the ap- 
proval of the application of the Prairie 
Provinces District Branch (Manitoba, Sas- 
katchewan and Alberta) and its assignment 
to Area Four. Expressed appreciation to Dr. 
Henry Davidson for the exceptional work 
he has done as Chairman of the Committee 
on Constitution and By-Laws. At the re- 
quest of the Committee concerned changed 
its name to the Smith Kline and French 
Foundation Awards Committee. Requested 
the President to appoint an Ad Hoc Com- 
mittee to serve in liaison with the Council 
on Mental Health of the American Medical 
Association and attempt to extend for a 
reasonable time the period during which 
foreign-trained physicians who have not 
been certified by the ECFMG will be per- 
mitted to remain with their hospitals. 
Authorized the House Committee to offer 
up to $37,500 for the property 1807 R 
Street to complete the parcel of property 
contiguous to the Central Office. Approved 
the recommendation of the Committee on 
Psychiatry of Childhood and Adolescence 
and established the McGavin Prize to be 
awarded in the amount of $500 for the best 
work in the previous year related to the 
preventive aspects of the emotional disor- 
ders of childhood. This Prize will be on a 
non-competitive, non-invitational basis and 


will not be awarded in any year in which 
appropriate and important work in the pre- 
ventive field would not be available or until 
such time as the Council decides otherwise. 
It is further understood that income from 
the bequest will be used for this Award 
with a portion of the income to be utilized 
for the expenses of a Selection Committee. 
Approved the request of the Committee on 
Mental Deficiency to proceed with the plan- 
ning of the proposed Exploratory Meeting 
on Mental Deficiency and authorized the 
Committee to submit an application fer 
funds in the name of the APA to appropriate 
sources. Approved the recommendation of 
the Committee on Public Health regarding 
the medical provisions of the Immigration 
and Nationality Act as follows : 1. That the 
technical medical terms used be those of the 
international classification. 2. That persons 
who have had no psychosis within the past 5 
years be eligible for admission. 3. That per- 
sons with epilepsy who have been symptom- 
free for one year or longer be admissible. 
Approved the recommendation of the Com- 
mittee on Rehabilitation that a liaison rep- 
resentative not be appointed to the Asso- 
ciation for Physical and Mental Rehabilita- 
tion. Approved the recommendation of the 
Committee on Rehabilitation that the Coun- 
cil submit a statement on the attitude of the 
APA on the proposed Congressional Bill 
HR 12328 on Special Education and Reha- 
bilitation. Indicated that a letter should be 
prepared for the President’s signature ex- 
pressing the APA’s appreciation and con- 
gratulatiuns to Miss Mary Switzer, an 
Honorary Fellow and Director, Office of 
Vocational Rehabilitation, in recognition of 
her efforts over the years in rehabilitating 
the handicapped upon her completion of 10 
years of service. Approved the proposal of 
the Committee on Research to change the 
emphasis of its Regional Research Con- 
ferences, but directed that such Conferences 
should be continued, and expanded, if pos- 
sible. Reaffirmed its previous policy regard- 
ing non-medical psychotherapists as follows 
(November 1958) : “It is imperative that all 
psychologists dealing with persons suffering 
from mental and nervous diseases and dis- 
orders should do so only under supervision 
by psychiatrists and in a medical setting of- 
fering adequate safeguards to the patient.” 
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Approved the recommendation of the Com- 
mittee on Therapy that a physician adminis- 
tering drugs to a patient in collaboration 
with a non-medical psychotherapist should 
actively and continuously supervise these 
treatments to insure the safety of the pa- 
tient. Approved the recommendation of the 
Committee concerned and changed its name 
to the Committee on Psychiatry and Social 
Work. Approved the request of the Com- 
mittee on Private Practice for permission to 
seek funds to investigate the psychosocial 
dimensions of the use and abuse of outpa- 
tient psychiatric health insurance programs. 
Approved the following Resolution pre- 
pared by the Committee on Nomenclature 
and Statistics and authorized the Committee 
to speak for the Association in dealing with 
the American Medical Association regarding 
this matter: “Resolved That the diagnosis 
(Page 79, Diagnostic and Statistical Manual 
of Mental Disorders) ‘Chronic Brain Syn- 
drome’ without qualifying phrase should be 
changed in meaning to indicate the presence 
of a psychosis as is the case in the acute 
brain syndrome.” Agreed that when the 
APA is invited to send a representative to a 
foreign meeting, the Association should not 
be represented unless a member who would 
be an appropriate representative is visiting 
the meeting under other arrangements. It 
was also agreed that ideally the Association 
would pay the expenses in sending a prop- 
erly qualified representative to such meet- 
ings, but practically, this is impossible be- 
cause of the expense involved. 

Executive Committee Meetings, January 
13 and March 4, 1961. Authorized the 
Treasurer to sell the common stock of 
General Telephone and Electronics Cor- 
poration and Treasury Bonds owned by the 
APA sufficient to provide a total of $45,000 
which was estimated as the amount of cash 
necessary to operate the Association until 
June 1, 1961, when dues for the next fiscal 
year would be available. Amended and ap- 
proved the statement on hypnosis prepared 
by the Committee on Therapy. (Prior to its 
release, this statement was circulated to the 
Councillors, who approved it by a mail vote 
as an Official policy statement of the Asso- 
ciation.) Authorized continued APA repre- 
sentation to the American Registry of Phys- 
ical Therapists, and the President an- 


nounced the appointment of Dr. George W. 
Brooks to serve as this representative. Ap- 
proved in principle a proposed Joint Meet- 
ing between the Committee on Disaster 
and Civil Defense and the National Asso- 
ciation of State Mental Health Program 
Directors with the understanding that the 
APA could not finance a special meeting 
for this purpose. It was also understood that 
if such a meeting were scheduled at the 
time of the Annual Meeting, the APA would 
not underwrite the expenses of non-mem- 
bers of APA and that consideration should 
be given to the possibility of scheduling the 
Joint Meeting at the time of the Mental 
Hospital Institute, when the NASMHPD 
normally meets. Indicated that under or- 
dinary circumstances, Divisional Meetings 
and Fall Committee Meetings not be sched- 
uled concurrently. Approved any arrange- 
ment negotiated by a local committee to 
handle exhibits for a Divisional Meeting as 
long as the arrangement is not in conflict 
with established APA policy. Indicated that 
except for emergency situations, any matter 
concerning a Committee should be routed 
through the responsible Coordinating Com- 
mittee Chairman prior to consideration by 
the Executive Committee or the Council. 
Indicated that there should be no arbitrary 
objection to dedicating an APA publication 
to a living member of the Association. Was 
informed that Dr. Bartholomew Hogan had 
joined the Central Office staff on March 1 
as Assistant Medical Director. Was in- 
formed by the President of the appointment 
of Dr. Alan McLean as representative to a 
meeting scheduled by the A.M.A. Council 
on Occupational Health in Chicago on May 
6, 1961 ; also, that Dr. Walter Barton would 
represent the President at a meeting sched- 
uled by the A.M.A. Committee on Continu- 
ing Education of Physicians in March 1961. 
Directed the Committee on Membership 
to defer action on all membership applica- 
tions when the professional competence of 
the applicant is questioned because of the 
ECFMG ruling until the matter is clarified 
by the Council. Instructed the Ad Hoc 
Committee on ECFMG to explore the 
possibilities of extending the examination 
deadline to either January or June 1962 and 
the establishment of an oral screening ex- 
amination to select those individuals who 
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might be able to qualify for a subsequent 
ECFMG examination after additional train- 


ing. Indicated that participation in the Ex- 
ploratory Conference on Mental Deficiency 
should not be limited to physicians but 
rather that it should be open to any pro- 
fessional group with the necessary training 
and interest. Concurred with the President 
in the appointment of Dr. Mabel Ross as 
APA representative to the Council of Na- 
tional Organizations for Children and 
Youth. Approved the establishment of a 
Task Force on Juvenile Delinquency, re- 
quested the President to make the neces- 
sary appointments, authorized the solicita- 
tion of outside funds for this purpose, and 
authorized the activation of the Task Force 
following the submission and approval of 
a budget. Indicated its desire to continue 
the relationship with the National Academy 
of Sciences-National Research Council and 
was informed by the President of the re- 
appointment of Dr. Henry Brosin as APA 
representative from July 1, 1961 through 
June 30, 1964. Approved co-sponsorship of 
the 1961 Symposium on Mental Health in 
Business and Industry as recommended by 
the Chairman of the Coordinating Commit- 
tee on Community Aspects of Psychiatry. 
Was informed of the Presidential appoint- 
ment of Drs. Kenneth Appel and Mathew 
Ross as APA representatives to the meeting 
of the American Academy of Political and 
Social Science in Philadelphia on April 
14-15, 1961. Voted not to accept an invita- 
tion to become a charter member of the 
proposed International Association for the 
Study of Higher Nervous Activity. Agreed 
that although psychiatry does not have a 
major interest in this problem from a clin- 
ical standpoint, it would be desirable to be 
represented at the A.M.A. Conference in 
Chicago on April 13-14, 1961 to develop 
standard identification devices to assist phy- 
sicians, police and others confronted with 
emergencies in which individuals are found 
unconscious without obvious cause. The 
President announced the appointment of 
Dr. Benjamin Boshes to serve as APA rep- 
resentative to this Conference. Reaffirmed 
its previous decisions regarding a post- 
Congressional tour of U. S. psychiatric facil- 
ities by foreign colleagues following the 
Third World Congress of Psychiatry and 


urged the membership to render all possible 
hospitality to such guests during their visit. 

Council Meetings, May 6, 7, and 11, 1961. 
Ratified the President’s Statement on Con- 
fidentiality as a personal statement and re- 
ferred the matter to the Reference Commit- 
tee for the formulation of an official policy 
statement. Ratified the actions of the Execu- 
tive Committee en bloc since the fall Coun- 
cil Meeting. Approved, as amended, the 
list of members whose dues are 3 years in 
arrears and authorized the Executive Com- 
mittee to reconsider any individual whose 
unpaid dues are received subsequent to this 
Annual Meeting. Approved, as amended, 
the recommendations of the Committee on 
Membership regarding applications for 
membership and changes of status in the 
Association and directed that the list be 
submitted to the membership for action. 
Directed the Chairman of the Membership 
Committee to work with the Speaker of the 
Assembly and the Central Office, utilizing 
the services of the Assembly when appro- 
priate, in attempting to reduce the number 
of members whose dues are in arrears. 
Raised the membership dues $5.00 for 
Associate Members, and $10.00 for Mem- 
bers and Fellows effective April 1, 1961 
in accordance with the recommendation of 
the Budget Committee. Authorized the 
Treasurer to deposit the McGavin bequest 
in a savings account at his discretion. Au- 
thorized the Treasurer to expend grant 
funds from the NIMH for the Conference 
on Graduate Psychiatric Education and the 
Conference on Child Psychiatry Training in 
accordance with the respective budgets and 
the requests of the Medical Director. Ap- 
proved the Royal York Hotel in Toronto as 
the site for the 1962 Annual Meeting on 
May 6-11. Directed that a letter should be 
prepared for the President’s signature ex- 
pressing the appreciation of the Council to 
Mrs. Adolf Meyer for the generous gift of 
her late husband’s library to the Association. 
Approved the recommendation of the Med- 
ical Director to utilize the Coordinating 
Committees to analyze the final report of 
the Joint Commission on Mental Illness and 
Health, to assist in the formulation of an 
official position on the Joint Commission’s 
recommendations, and to prepare for active 
participation in their implementation. 
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Amended the draft of the proposed new 
Constitution and By-Laws but deferred fur- 
ther action on the document until the 1961 
Fall Council Meeting to give the Assembly 
and other appropriate bodies in the Asso- 
ciation ample opportunity to study it. Ap- 
proved the recommendation of the House 
Committee and authorized up to $800 from 
available funds to prepare and frame pic- 
tures and quotations of Past-Presidents 
from APA’s first century. Authorized the 
House Committee to continue to express in- 
terest in the property immediately north of 
the Central Office on 18th Street. Author- 
ized the House Committee to purchase 
property 1807 R Street at its discretion for 
a price that the Committee considers satis- 
factory. (The 1807 R street property adjoins 
the Central Office and is the only one of 
three contiguous row houses not presently 
owned by the APA.) Approved the recom- 
mendation of the Ad Hoc Committee on 
Internal Management and reconstituted it 
as the Internal Management Commission 
with the following membership : Dr. Robert 
Felix, Chairman ; Dr. Jack R. Ewalt; Dr. 
Addison Duval ; Dr. C. H. Hardin Branch ; 
and Dr. Mathew Ross; and as ex-officio 
members, the President and the Chairman 
of the Budget Committee. Expenses for the 
Commission will be charged against the 
Council Contingency Fund. Approved the 
following 7 recommendations prepared by 
the Commission on Long Term Policies after 
the Commission reviewed recommendations 
prepared by the Standby Committee on The 
American Journal of Psychiatry: 1. That 
editorial policies should be more closely 
correlated with the overall policies of the 
Association. 2. That the operation of the 
Journal should be reviewed by Council, or 
by a Council-designated body, at regular 
intervals, preferably every 6 years. 3. That 
the Editor-in-Chief should be a Fellow of 
the Association; that he should be ap- 
pointed for a 6-year period with a reason- 
able anticipation of reappointment until a 
predetermined retirement age. 4. That the 
Editorial Board should be a working Board, 
holding regular meetings. 5. That the mem- 
bers of the Editorial Board should be ap- 
pointed by Council on nomination by the 
Editor-in-Chief after consultation with the 
Editorial Board. 6. That the term of office 


for members of the Editorial Board should 
be 6 years; 2 members of the Board to 
reach the end of their tenure of office each 
year with the possibility of reappointment. 
7. That the major publication activities of 
the Association should be integrated with 
respect to their business aspects. Reaffirmed 
its desire to see the establishment of a world 
psychiatric organization, recommended that 
this be done by reconstituting the existing 
body, and suggested that such action be 
taken at once. Discharged the Committee on 
Increasing Responsibilities with thanks at 
the Committee’s request. Approved the 
recommendation of the Committee on Com- 
mittees that the duration of the Fall Com- 
mittee Meetings should be determined on 
the basis of yearly workloads of the various 
Committees and that the Committee on 
Committees be charged to report to the 
Council at the Annual Meeting its recom- 
mendations as to the time needed for the 
forthcoming Fall Committee Meetings. Ap- 
proved the recommendation of the Ad Hoc 
Committee on District Branch Committees 
that each Coordinating Committee Chair- 
man be instructed to request that each of 
his Committees designate one of its mem- 
bers as District Branch Liaison Committee- 
man. Recorded a vote of appreciation to 
the Program Committee in recognition of 
its work upon receiving the Committee’s 
report. Approved the following Resolution : 
“The Council recommends to the member- 
ship that the American Psychiatric Associa- 
tion in its Annual Meeting 1961 express its 
concern over the exclusion of mental pa- 
tients (along with tubercular patients ), un- 
der certain conditions, from benefits of 
Federal Public Assistance in several cate- 
gories and as amended in the Total Dis- 
ability Law and the Kerr-Mills Bill (Public 
Law 87-778). It is believed that due to 
changed conditions and the recent pro- 
vision of Federal funds for treatment of 
other medical conditions, mental patients 
are placed in an inequitable position and 
prevented from obtaining treatment equal 
to that afforded persons with other diseases. 
“It is requested that leaders of the adminis- 
tration and the Congress arrange for a 
study in this matter and all the implications 
of treatment and cost as recommended by 
the President’s Advisory Committee on 
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Public Assistance, January 1960, so that 
the laws may be changed if justification is 
found.” Authorized Dr. D. Ewen Cameron 
to explore the possibility of encouraging the 
Modern Founders to assist in the develop- 
ment of the APA Endowment Fund with the 
APA Treasurer continuing to act as re- 
cipient of such funds as may become avail- 
able. Elected Dr. Walter E. Barton as 
Moderator for the next year. Elected Dr. 
Robert H. Felix and Dr. M. Ralph Kaufman 
to serve on the Executive Committee. Ap- 
proved the appointment of Dr. Jack A. 
Wolford and Dr. Gene L. Usdin to serve on 
the Membership Committee until 1964. Ap- 
proved the recommendations of the Incom- 
ing President and continued the following 
Ad Hoc Committees for the next year : Con- 
vocation, District Branch Committees, In- 
surance, Joint Committee with the Canadian 
Psychiatric Association, Pre-Registration at 
the Annual Meeting, Recognition for Allied 
Service Personnel in Mental Hospitals (the 
name of this Ad Hoc Committee was later 
changed to Recognition for Psychiatric 
Service Personnel, at the request of the 
Committee). Approved the scheduling of 
a Divisional Meeting in St. Louis on No- 
vember 7-9, 1963. Approved a letter to the 
Attorney General of the U. S. prepared by 
the Committee on Psychiatry and the Law 
and authorized the Committee to send the 
letter over the President’s signature. (This 
letter commended Mr. Robert Kennedy for 
recognizing that delinquency is a problem 
soluable by scientific means ; called his at- 
tention to the availability of specialists with- 
in the APA who have compiled considerable 
knowledge about effective ways of handling 
delinquents, and offered to cooperate with 
him in any way he might suggest in dealing 
with this social illness.) Approved the fol- 
lowing requests from the Ad Hoc Commit- 
tee on Recognition for Psychiatric Service 
Personnel : 1. Authorization to obtain esti- 
mates of costs involved and the number of 
participating subscriptions that could be 


sold to an expanded APA Mental Hospital 
Services program to include a news sheet 
or supplement prepared specifically for psy- 
chiatric service personnel. 2. Authorization 
to investigate sources of financial support 
for at least a 2-year trial in providing the 
proposed services. 3. Authorization to study 
sources of revenue which would allow the 
APA to provide the several forms of recog- 
nition proposed for psychiatric service per- 
sonnel without added expense to the Asso- 
ciation. (The Committee suggested recog- 
nition pins and wallet or purse identification 
cards.) Appointed Dr. Lorne D. Proctor to 
the Editorial Board to fill the vacancy 
created by the resignation of Dr. John 
Whitehorn. Authorized $150.00 honoraria to 
Dr. Heinz Von Foerster and Dr. Hubert W. 
Frings in addition to the reimbursement of 
their expenses, in recognition of their out- 
standing papers on communication pre- 
sented at the 1961 Annual Meeting. Nomi- 
nated Dr. Ewald W. Busse for a 4-year term 
on the American Board of Psychiatry and 
Neurology as one of the representatives of 
the APA. Approved in principle the estab- 
lishment of a central repository for the col- 
lection, analysis and dissemination of mental 
health manpower information to be ad- 
ministered by the National Institute of 
Mental Health and offered the cooperation 
of the APA in the development and imple- 
mentation of this endeavor. Approved the 
recommendation of the Ad Hoc Committee 
on Insurance and authorized a revision of 
the life insurance units available to the 
membership under the APA insurance pro- 
gram to $25,000 per unit and authorized 
the Treasurer to send an appropriate an- 
nouncement to the membership. Requested 
the Membership Committee to present its 
recommendations regarding candidates for 
advancement to Fellowship at the 1961 fall 
meeting of the Council, if possible. 


C. H. Hardin Branch, M.D., 
Secretary, 1960-61. 
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REPORT OF THE TREASURER 


I am happy to present to you my second 
annual report as Treasurer. 

In general, our financial stability has con- 
tinued to be good during the past year. 
Those problems which have developed have 
concerned principally the final adjustment 
in cash reserves which were depleted be- 
cause of the purchase several years ago of 
our Central Office Headquarters Building 
and its rehabilitation; secondly, the pur- 
chase during the year of two adjacent 
properties at 1809 and 1811 R Street N.W., 
Washington, D. C.; and thirdly, the need 
to expand our various committee activities. 

These needs have been carefully con- 
sidered and Council has decided to recom- 
mend to the membership a raise in dues 
which will produce the necessary funds to 
meet the requirements just mentioned. It 
was necessary to delay the submission of 
dues notices from February to May 15th 
in this connection. The dues problem will 
be presented to you on Wednesday. 

As of March 31, 1961, our assets amount- 
ed to $601,114, not including special purpose 
and restricted funds of approximately $73,- 
922. Our fixed assets in Washington amount 
to a value of $331,737, excluding an ac- 
cumulated depreciation reduction of $23,- 
619. Beginning in 1959-60, buildings are 
being depreciated at the rate of 24% per 


year and furniture and equipment at the 
rate of 33 1/3% per year. 

We hold marketable securities with a 
present value of $145,000, which cost us 
$82,000. 

Our income for the year amounted to 
$622,666, while our expenses were $573,- 
000. Special mention should be made of the 
profitable operations of the News Letter 
and Mail Pouch, the Mental Hospital Serv- 
ice and Institute of the Journal. The various 
committees also are to be commended for 
staying within budget allocations. 

The Treasurer is happy to report that our 
recommendation of last year for the ap- 
pointment of an Internal Management Com- 
mittee has been implemented during the 
year and on yesterday the Council changed 
this Committee to a Commission for more 
stable operation. 

In conclusion, the Treasurer would like 
to assure the membership that the funds of 
the Association are received and disbursed 
under proper operating procedures and are 
safeguarded at all times. 

My special thanks are extended to Mr. 
Austin Davies for his cheerful cooperation 
and helpful assistance throughout the year. 


Addison M. Duval, M.D., 
Treasurer. 


REPORT OF COORDINATING COMMITTEE CHAIRMAN ON THE 
TECHNICAL ASPECTS OF PSYCHIATRY 


I have the pleasure of reporting on the 
wide ranging activities of your Committees 
on the Technical Aspects of Psychiatry. In 
a composite presentation such as this, it is 
difficult to adequately reflect the scope of 
the work accomplished and impossible to 
suitably note the contributions of the vari- 
ous committee members. Nevertheless, in 
enumerating the highlights of the year’s 
work, the Association will again recognize 
its indebtedness to the individual members 
of the various committees. 

The members of the Committee on Aging, 


under the chairmanship of Ewald W. Busse, 
and other members of the American Psy- 
chiatric Association, participated in the 
White House Conference on Aging as well 
as in the preliminary state meetings. The 
effective work of psychiatrists was reflected 
in a number of important reports emanating 
from the White House Conference. A com- 
prehensive review of the accomplishments 
of the Conference will be given at this 
annual meeting. Psychiatrists’ interest and 
training in the field of Geriatrics was re- 
surveyed in 1960. The data have been 
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analyzed and a report of the results pre- 
pared by Dr. Goldfarb for submission to 
Council. 

The Committee on the Psychiatry of 
Childhood and Adolescence, chaired by 
Reginald S. Lourie, has secured funds to 
conduct a Conference on Training in Child 
Psychiatry in conjunction with the American 
Academy of Child Psychiatry. Dr. Lourie 
and Dr. Othilda Krug, the co-director of the 
Conference for the Academy, have set up 
planning meetings for a preparatory com- 
mission to begin functioning. Mr. Robinson 
of the Central Office is an integral part of 
the planning phases. 

A committee proposal for the establish- 
ment of a task force to consider the role 
of the psychiatrist and the APA in juvenile 
delinquency has been approved by Council. 
Dr. Stuart Finch has accepted the chair- 
manship of this task force and is making 
plans for its membership and meetings. 
There is a good possibility that foundation 
support will be available for the work of 
this task force. 

The APA received a bequest from the 
late Dr. Agnes P. McGavin to be used in 
the field of child psychiatry. On recom- 
mendation of this committee, Council ap- 
proved a McGavin prize to be awarded on 
a non-competitive, non-invitational basis for 
the best work in a previous year related to 
the preventive aspects of the emotional dis- 
orders of childhood. A selection committee 
is being appointed for this purpose. On 
recommendation of this committee, Council 
approved an APA official representative, 
Dr. Mabel Ross, to the Council of National 
Organizations for Children and Youth 
which is intended to implement the recom- 
mendations of the 1960 White House Con- 
ference on Children and Youth and plan 
for the 1970 meeting. 

J. Sanbourne Bockoven, chairman of the 
Committee on the History of Psychiatry, 
indicates that the committee has developed 
a 3-fold definition of its function: 1. The 
procurement of accurate record keeping of 
the actions, decisions and policymaking of 
the Association ; 2. The encouragement of 
study and evaluation of the existing body of 
recorded information as it reflects the suc- 
cesses and failures of psychiatric endeavors 


of the past; 3. The encouragement of 
awareness among Association members of 
our continuous need for application of his- 
torical insights in charting future courses of 
professional and organizational activity. 

A symposium is in preparation on “The 
Historical Role of the Physician in Relation 
to the Mentally Iil” to be submitted for the 
annual meeting in 1962. Also, plans are 
being laid for an exhibit at the 1962 annual 
meeting commemorating the 150th anni- 
versary of the publication of Benjamin 
Rush’s Medical Inquiries and Observations 
upon the Diseases of the Mind, published 
in Philadelphia in 1812. 

Members of the committee have visited 
Central Office and the New York Office to 
identify materials of possible archives im- 
portance. Contact has been made with sen- 
ior members of the Association in an effort 
to secure first-hand accounts of the modern 
history of psychiatry. Efforts have been 
made to locate portraits of historical im- 
portance to psychiatry and the possibility 
of developing a history section of the 
library in the Modern Founders room in the 
Central Office has been explored. This com- 
mittee has contacted the district branches of 
the Association in an endeavor to survey 
APA membership interested in participating 
in a project to prepare a series of publica- 
tions on the history of psychiatry. 

The Committee on Medical Education, C. 
Knight Aldrich, chairman, reviewed its role 
in the forthcoming conference on graduate 
education; reviewed and made recom- 
mendations concerning overall committee 
structure ; participated with the Committee 
on Therapy in deliberations relative to the 
policy statement on “hypnosis” ; and spon- 
sored a round table at this annual meeting 
on “A Matching Plan for Resident Selections 
in Psychiatry.” 

The Committee on Mental Deficiency, 
under the Chairmanship of George Tarjan, 
requested and received Council approval 
for an exploratory meeting on mental de- 
ficiency and has been authorized to apply 
for outside funds. It was further recom- 
mended that the securing of such support 
should not modify the intent of the asso- 
ciation to develop the conference under the 
primary auspices of the APA. 
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Under authority of Council, the president 
of the Association has written to the presi- 
dent of the American Association of Mental 
Deficiency regarding a liaison relationship 
between the APA and the AAMD. 

This committee has reaffirmed its support 
of the principle of unity, that all mental 
health programs be under a single adminis- 
trative agency, and is, therefore, in oppo- 
sition to any trend which would separate 
programs for the mentally retarded from the 
organizational unit having responsibility for 
the care and treatment of the mentally ill. 

This committee recommended the in- 
clusion of mental retardation units in the 
proposed study of standards for public 
mental hospitals under the auspices of the 
Committee on Standards and Policies of 
Hospitals and Clinics. The latter committee 
has indicated its recognition of the need to 
include such institutions in its proposed 
project. 

An item given high priority in future 
activities is the development of a suggested 
basic curriculum in mental retardation for 
residents in psychiatry. 

James V. Lowry, chairman of the Com- 
mittee on Public Health, reports that the 
committee’s project relative to the care 
given psychiatric patients in nursing homes, 
including the licensing and supervision pro- 
vided, will be completed within the next 
year. This is being done through the co- 
operation of district branches and state 
societies. The committee indicates that in- 
formation at hand supports the need for 
district branches to interest themselves in 
local licensing law provisions for psychiatric 
patients in nursing homes. 

During the year, the committee has as- 
sisted the American Public Health Associa- 
tion in reviewing a citizen’s guide to a com- 
munity mental health survey and also, in 
conjunction with the same association, 
studied and made recommendations rela- 
tive to a publication entitled: A Guide to 
Control Methods for Mental Disorders. 
The Committee on Public Health sees this 
type of assistance to the American Public 
Health Association as one of its principal 
functions and one which will extend the 
influence of the APA to the members of 
another large and nationally important pro- 


fessional group. 

The Committee on Public Health re- 
viewed the present medical provisions of 
the Immigration and Nationality Act and 
recommended, which was subsequently ap- 
proved by Council, that the act be changed 
to allow individuals to become eligible for 
admission to this country who have been 
without psychosis within the preceding 5 
years, and persons with epilepsy who have 
been symptom-free for one year or longer. 

It was also recommended that the tech- 
nical medical terminology used in the Act 
correspond to the international classifica- 
tion. 

Benjamin Simon, Chairman of the Com- 
mittee on Rehabilitation, represented the 
APA at various national and international 
meetings and also on committees of various 
national organizations in the general field 
of rehabilitation. Dr. Simon also served as 
consultant for several state mental health 
surveys by the Association. 

In conjunction with the Committee on 
Therapy, a joint subcommittee was formed 
to study and evaluate occupational therapy 
as a treatment procedure. 

The committee indicated its opposition to 
any legislation which would create a sep- 
arate office of special education and re- 
habilitation on a federal level. This position 
was approved by Council as a policy of the 
Association. 

A round table meeting on “Integration of 
the Services of Administratively Independ- 
ent Psychiatric Rehabilitation Agencies” 
was sponsored by this committee for the 
current annual meeting. 

A pilot study on rehabilitation, for which 
the committee received a grant a number of 
years ago and which has been under way 
at the Boston State Hospital, is being com- 
pleted and a publication on this work is 
anticipated during the ensuing year. 

Under the chairmanship of Milton Green- 
blatt, the Committee on Research reports 
the following : 

The committee, through its representative 
Dr. Ulett, assisted at the October 1960 re- 
gional research conference on “Psychiatric 
Research in Public Service,” sponsored by 
the Mayo Clinic and the St. Paul Depart- 
ment of Public Welfare. The manuscript of 
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this conference is now being prepared for 
publication in the Psychiatric Research Re- 
ports series. 

One of the main concerns of the commit- 
tee during this period was the obtaining of 
funds necessary to publish future issues of 
Psychiatric Research Reports. Various 
sources are now being contacted in this re- 
gard. 

The Proceedings of the Iowa City Region- 
al Research Conference were published in 
November 1960 as the 13th in the “Reports” 
series and is entitled “Child Development 
and Child Psychiatry—In Tribute to Dr. 
Arnold Gesell in his 80th Year.” 

For the December 1960 meeting with the 
American Association for the Advancement 
of Science, a well-received symposium on 
“Emotions in Man” was organized by com- 
mittee representative Dr. Knapp. 

The Adolf Meyer memorial lecture at the 
present annual meeting will be given by Dr. 
John Bowlby of Tavistock Clinic, London, 
who will speak on “Childhood Mourning 
and its Implications for Psychiatry.” The 
pharmaceutical company, which has been 
the sponsor of the 5 lectures in this series, 
will continue its support for one more year 
and may possibly consider further sponsor- 
ship. 

Also, at this annual meeting, the Commit- 
tee on Research will present a round table 
panel. Dr. Epstein has organized and will 
moderate a discussion on “The Mental Hos- 
pital in Transition: Research Setting and 
Research Potential.” 

The Committee on Therapy, Henriette 
Klein, chairman, during the current year, 
developed a statement on hypnosis after 
consultation with various committees, in- 


cluding the APA Committee on Medical Ed- 


ucation, Committee on Research, Committee 
in Liaison with the American Academy of 
General Practice, as well as the Council on 
Mental Health of the American Medical 
Association. This was submitted to Council 
and approved with circularization to the 
entire membership. 

As previously reported by the Committee 
on Rehabilitation, a subcommittee on occu- 
pational therapy was appointed in conjunc- 
tion with the Rehabilitation Committee to 
conduct an inquiry into current practices 
and research in that particular field. This 
study is nearing completion. 

The Committee developed a policy on the 
administration of certain potent drugs used 
by non-medical psychotherapists, which was 
approved by Council. 

The committee members were consultants 
for Dr. Paul Feldman on his study of the 
Current Status of Psychotherapy with Hos- 
pitalized Schizophrenic Patients which in- 
cludes the extent to which psychotherapy is 
currently in use for that group of patients, 
and the individually determined judgment 
of its effectiveness by each hospital-facility 
in the sample studied. This will be pub- 
lished by him as an independent study. 

All committees considered the suggestions 
made by the president to strengthen the 
APA committee structure and also reviewed 
the functions of their individual committees. 
Their recommendations have been sub- 
mitted to Council. 

In concluding this report, I wish to thank 
the various committees for the cooperation 
and support given me and to express my 
appreciation for the opportunity of working 
with them during these several years. 

Harvey J. Tompkins, M.D., 
Chairman. 


REPORT OF THE COORDINATING COMMITTEE CHAIRMAN 
ON COMMUNITY ASPECTS OF PSYCHIATRY 


It is again an honor to represent through 
this report the 10 Committees of the Com- 
munity Aspects of Psychiatry. As noted in 
the Presidential Address, shifts in hospital 
practices are making and will make even 
more in the future, psychiatric consultation, 
diagnosis and treatment tasks at the com- 


munity level larger and more challenging. 
The community aspects of psychiatry cer- 
tainly penetrate more widely in our Asso- 
ciation’s activities than is represented by 
these 10 committees. Nevertheless, these do 
have the heavy responsibility of furnishing 
ideational leadership to the Association in 
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this broad field. As coordinator, I am grate- 
ful to the chairmen of the committees for 
their leadership in services to you, the 
members of the Association. It was a pleas- 
ure to note that 3 of the 4 publications men- 
tioned in Dr. Ross’s report were the work 
of committees in this group. They were the 
glossary, produced by the Committee on 
Public Information, the annotated bibliog- 
raphy, Sources of Information Behavioral 
Problems of Adolescence, a product of the 
Committee on Academic Education, and 
the pamphlet on Mental Health on the Job, 
by the Committee on Occupational Psychi- 
atry. The latter document, now out about 1 
year, has sold 24,000 copies. Sales of the 
glossary are astronomical; they were 
brought to your attention last year in this 
report. 

The Committee on Academic Education, 
from the Chairmanship of which Dr. Doug- 
las Darling is retiring after very productive 
years, is studying the feasibility of a resi- 
dency training program for psychiatrists in 
the mental health of college students. Its 
round table for this meeting, on Value Sys- 
tems in Higher Education, has been care- 
fully planned around an excellent discussion 
group. As one of the guardians of the money 
of our Association, this must be noted as 
having been accomplished at no expense to 
the Association. The Committee planned, 
and a member carried out, a study on the 
influence of the history of prior psychiatric 
treatment on college acceptance of a student 
for admission. 

The Committee on Disaster and Civil De- 
fense and on National Defense, Drs. Ed 
Koller and John Caldwell, Chairmen, re- 
spectively, have for the most part, inte- 
grated their work this year. They are literai- 
ly facing life and death problems; and I 
sympathize with them as they wrestle 
mightily with what we will be responsible 
for in time of disaster. Their Sunday night 
discussion brought a conclusion that at 
least during the period of first impact, our 
job is likely to be that of a physician more 
than that of a specialist ; perhaps this re- 
alization might have partaken in the moti- 
vation for President Felix’ pleas in his 
address. While struggling still with the 
basic problem of the role of the psychiatrist 
in disaster, these groups are collaborating 


in investigative and educational conferences. 
The collaboration of the Armed Services 
and the Office of Defense Mobilization with 
these committees deserves the thanks of the 
Association. The committee has sought and 
attained collaboration in the District 
Branches of the Association. 

The Committee on International Rela- 
tions, led by Dr. Lothar Kalinowski, enter- 
tained our foreign guests at luncheon. This 
group has studied and recommends the pro- 
posal to form a World Psychiatric Associa- 
tion. It has helped arrange opportunities for 
colleagues from abroad to reach psychiatric 
centers in this country, and is willing, with 
the help of Central Office staff, to aid our 
membership with recommendations for 
places of scientific interest to visit when 
abroad. As might be expected, this Commit- 
tee is interested in the field of transcultural 
psychiatry and its development as a scien- 
tific field. 

The Committee on Leisure Time and Its 
Uses, Alexander Martin, retiring Chairman, 
has cooperated with the Outdoor Recrea- 
tion Resources Review Commission in ar- 
ranging a 3-day conference on the topic, 
“Leisure, Recreation and Mental Health” 
to take place in early June. This multidisci- 
plined conference will undoubtedly result 
in clarification of aims and broader recog- 
nition of opportunities in this area of grow- 
ing importance. The “package” of informa- 
tion on psychiatry and leisure collected by 
this Committee is in considerable demand. 
This group also publishes a newsletter so 
that our membership may have the latest 
information and be stimulated to interest in 
this field. A survey of teaching centers re- 
garding the place of the subject of leisure 
time usage in teaching has been completed, 
as is a bibliography in this field. 

The Public Information Committee, 
Henry Laughlin, Chairman, has its regular 
tasks of maintaining the Association’s rela- 
tions with the press at our annual meeting, 
a task done so well over the years that our 
policies have become models for other na- 
tional professional organizations. Through- 
out the year, the committee gives consulta- 
tion to writers and other producers of ma- 
terial which may have an effect on the 
public image of psychiatry. The Summary 
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of Scientific Papers, available for this Meet- 
ing, represent part of the work of this com- 
mittee. 

The Committee on Occupational Psychi- 
atry, Ralph Collins, Chairman, has con- 
tinued its multiple educational activities. Its 
contacts extend broadly, touching many 
other professional organizations, including 
the A.M.A. and government agencies inter- 
ested in the general problem of rehabilita- 
tion. As already noted, the pamphlet on 
Mental Health on the Job has proved ex- 
traordinarily successful. This group pub- 
lishes a quarterly newsletter distributed to 
about 500 persons particularly interested in 
mental health in industry. 

Preventive Psychiatry, Dr. Henry Work, 
Chairman, is working on a series of papers, 
one of which is complete, for the education 
of general practitioners in certain aspects of 
psychiatry. Their enthusiasm is attested by 
the fact that they will need an extra meet- 
ing next year. The Committee has collabo- 
rated in state surveys. It is looking ahead 
at its next task, even while involved in the 
present one. 

Dr. Earl Loomis’ Committee on Religion 
and Psychiatry has done a study of our 
membership’s attitudes in the fields repre- 
sented. This committee is exploring the 


area of its interests in its discussions. 

The Committee on Veterans, under Dr. 
Seymour Rosenberg has studied the prob- 
lems of the residency training programs of 
Veterans Hospitals, recommending strongly 
the further development of relationships 
with medical schools. This group is originat- 
ing a further study of this feature of resi- 
dency programs. The extension of Veterans’ 
psychiatric programs to include newer tech- 
niques such as half-way houses, home care 
and paid work programs are recommended 
for further extension. This group is again 
studying the problem of recruitment facing 
the Veterans Administration to find ways of 
being helpful in this persistent issue. 

Each committee has re-examined its terms 
of reference. The resulting statements will 
now be edited and codified in a manual so 
that continuous work can be assured. Each 
committee will make a special study of the 
Joint Commission Report as to pertinence 
of material for the Committees’ fields of 
work. The addition of Dr. Hogan to the 
staff should further enhance the usefulness 
of committee work by affording more ef- 
ficient administrative help and guidance. 

Paul V. Lemkau, M.D., 


Chairman. 


REPORT OF THE COORDINATING CHAIRMAN OF THE 
COMMITTEES ON PROFESSIONAL STANDARDS 


I have the honor of presenting a summary 
of the activities of your 10 Standing Com- 
mittees on Professional Standards. This 
completes my first year of responsibility as 
Coordinating Chairman and I am very 
pleased to commend the diligence of each 
of these Committees whose year-long efforts 
in your behalf have not only enhanced the 
stature of our Association in its many ac- 
tivities but also contributed significantly to 
the improved welfare of those whose care 
is our charge. Of necessity the work of these 
Committees in its major essentials is long 
term. The scope of the problems to which 
they address themselves preclude easy, 
rapid solution. In full appreciation of this 


the Committees voluntarily have devoted 
much time and effort and have earned our 
thanks. I personally am grateful to their 
Chairmen and each individual member for 
their help and cooperation. 

The Committee on Liaison with the 
Academy of General Practice has expressed 
a continuing interest in document “Psychi- 
atry for the Non-Psychiatric Physician: a 
Bibliography” published by the National 
Library of Medicine. Currently, this publi- 
cation is being revised and the Committee 
has recommended the addition of psychi- 
atric annotations for each bibliographic list- 
ing. 
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As you know, the work of this Committee 
has been greatly facilitated by its participa- 
tion in the General Practitioner Education 
Project in which our Association joins the 
American Academy of General Practice. In 
this connection, it plans to document the 
work done thus far as well as plan for new 
projects which will extend its liaison func- 
tion to other national organized medical 
groups. 

The Committee plans active participation 
in a conference planned for teachers of 
postgraduate psychiatry courses for non- 
psychiatric physicians which is tentatively 
to be held in Washington this fall. It also 
co-sponsors a regional AAGP-APA Confer- 
ence to further postgraduate psychiatric ed- 
ucation. In this connection one of its 
continuing concerns, the limitations and 
boundaries in psychiatric treatment by non- 
psychiatrist physicians, will be furthered by 
these activities. 

The Committee in Liaison with the 
American Hospital Association has expend- 
ed much effort successfully in the area of 
intergroup relations. A major undertaking 
which shortly will have the collaborative 
approval of the American Hospital Asso- 
ciation is an important brochure on “Psychi- 
atric Services in General Hospitals.” This 
has had a final editing and we can anticipate 
its early release. 

This Committee has a wide range of in- 
terests which, by their nature, overlap the 
concerns of other Committees and therefore 
the Association profits the more. In this 
frame of reference there is the Blue Cross 
plan for insurance for psychiatric patients, 
the American Bar Foundation project on the 
statutory provisions which safeguard the 
rights of the mentally ill, the problem of the 
legal implications involved in the responsi- 
bility for patients upon leaving the hospital 
as well as developments in related educa- 
tional areas. 

The Committee on Mental Hospitals 
functions in 6 areas: 1. The improved ap- 
plication of psychiatric standards used by 
the Joint Commission in Hospital Accred- 
itation ; 2. Cooperation with the enterprises 
of the Mental Health Service ; 3. Efforts to 


extend the scope of coverage in prepaid 
medical care programs to include mental 
illness ; 4. Collation of material relating to 
the development and operations of mental 
hospitals; 5. Sponsorship of our annual 
round tables; 6. Collaboration with the 
APA Program Committee. Latterly the 
Committee has had a keen interest shared 
with others in the effects of the ECFMG on 
the staffing patterns in mental hospital fa- 
cilities. It has also a collaborative interest 
in the work of an Ad Hoc Committee con- 
cerned with Allied Psychiatric Service Per- 
sonnel. 

The Committee on Psychiatric Nursing 
enjoys a mutually profitable relationship 
with national nursing organizations with 
whom it shares responsibility for the plan- 
ning of a conference which will consider 
the nature of psychiatric nursing and the 
changing role of the nurse. It has jointly 
sponsored with the National League for 
Nursing a Seminar Project for Teachers of 
Psychiatric Aides. It proposes to explore the 
advisability of convening a multidisciplinary 
conference to be concerned with the nurs- 
ing needs of the mentally ill. In this con- 
nection the Committee is involved in liaison 
efforts related to the accreditation of schools 
of nursing. 

Committee on Nomenclature and Statis- 
tics is involved in the periodic revision of 
the Diagnostic and Statistical Manual of 
the APA. In this role it has recently been 
concerned with the ramified problem of 
making the APA classification interchange- 
able with the International one. The magni- 
tude of this problem can be appreciated 
immediately if you will consider how deep- 
ly we and our hospitals are embedded in 
the existing system of maintaining hospital 
records. The Committee seeks a series of 
minimal changes which will leave much 
untouched, yet, by a judicious dropping out 
of certain categories and slight alterations 
of others it is hoped that the final product 
will be not only translatable but also more 
accurately reflective of current opinion and 
practice. 

The work of the Committee on Psychiatry 
and the Law too is basically a long term 
operation. Such fundamental questions as 
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those involving privileged communication, 
the rights of the mentally ill, confidentiality, 
problems related to delinquency, the thorny 
issues of criminal responsibility and the like 
are not encompassed by any quick, ex- 
tempore effort. 

We are fortunate in the composition of 
the Committee to have a panel of distin- 
guished authorities whose expertise covers 
the gamut of this important area in which 
psychiatrists, perhaps more than any other 
discipline in medicine, are intimately in- 
volved. 

The delicate but vital area of professional 
standards, practices and relationships to 
which the Committee on Relations with 
Psychology devotes its attention needs little 
comment. The membership of this Associa- 
tion is familiar with these problems, the 
activities and efforts of its predecessor Com- 
mittees and the policy positions taken by 
this Association in the recent and more 
distant past. 

In its currently constituted form the 
Committee is doing yeoman work in an 
effort to arrive at mutually agreed and ac- 
ceptable positions which will better define 
our relations with the national association 
which represents our colleagues in psy- 
chology. 

These areas of overlap among related 
professional disciplines require careful de- 
lineation and definition and the Committee 
is to be commended for its diligence, broad 
vision and tact. 

The Committee on Psychiatry and Social 
Work (you will note a change in the name 
of this Committee), feels, with Council, 
that this change recognizes more accurately 
the developments which have taken place 
in social work itself as well as defines more 
precisely the increasing scope of the Com- 
mittee’s concern. In testament of this, the 
Committee has established a series of liai- 
sons with the Council on Social Work Edu- 
cation, the American Sociological Associa- 
tion, the American Probation and Parole 
Officers Association as well as maintained 
the established relationships it has enjoyed 
with the national associations representative 
of psychiatric social service workers. 


Here too, the problems of defined roles 
and responsibilities, the scope of individual 
and collaborative undertakings and their 
many derivative aspects require the ex- 
penditure of much time and effort for which 
the Committee deserves our sincere thanks. 

The Report of the Joint Commission 
encompassing its recommendations only 
serves to highlight the task of the Commit- 
tee on Standards and Policies of Hospitals 
and Clinics concerned as it is with studies 
leading to a reformulation of acceptable 
standards and patterns of staffing and op- 
eration in treatment facilities for the mental- 
ly ill and the mentally retarded. Necessarily 
this work requires both extensive and con- 
tinuing study to develop a qualitative eval- 
uation of service rather than a qualitative 
measurement of operations which up to 
now has been the gauge for judgment. 

This undertaking is also collaborative in 
its scope as are many of the related func- 
tions of the Committee and therefore ex- 
tensive liaison activities are among its other 
duties. The range of responsibility for a 
definition of hospital bed ratio on the one 
hand to the care and disposition of records 
on the other give some idea of the ramifica- 
tion of this Committee’s deliberations. 

The burgeoning of private psychiatric 
practice in recent years is reflected in the 
composition and agenda of the Committee 
on Private Practice. Office practice, that 
conducted in private hospitals as well as 
practice in general hospitals are areas within 
its purview. 

The troublesome area of health insurance 
provisions for psychiatric care of all grades 
and levels has been a pressing concern of 
this Committee. To this end they have un- 
dertaken a series of studies with knowledge- 
able persons and representatives of other 
groups, agencies and corporations involved 
similarly. They serve as consultants and as 
a reference committee for the resolution of 
many of the trying issues which grow out 
of the use and abuse of psychiatric health 
insurance programs. 

Howard P. Rome, M.D., 
Chairman. 
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NEWS AND NOTES 


Worip Psycuiatrric AssociaTion.—The 
first World Congress of Psychiatry was held 
in Paris in 1950, the second in Zurich in 
1957, and the third in Montreal in 1961. 
In between meetings an international body 
for the organization of world congresses of 
psychiatry was charged with planning the 
assemblage. At the last meeting in Mon- 
treal, Canada, it was decided to change this 
organization to the World Psychiatric As- 
sociation. This was agreed to unanimously 
by the 40 representatives of the various 
countries. The international committee, 
elected by the General Assembly, is made 
up of : 

H. Barahona Fernandes (Portugal) ; D. 
Blain (U.S. A.) ; M. Bleuler (Switzerland) ; 
F. J. Braceland (U.S.A.) ; H. Burger-Prinz 
(Germany); J. A. Bustamente O’Leary 
(Cuba ) ; D. E. Cameron (Canada) ; J. Delay 
(France); H. Delgado (Peru); H. Ey 
(France) ; R. H. Felix (U.S. A.) ; M. Goz- 


zano (Italy) ; S. Hayashi (Japan) ; H. Hoff 
(Austria) ; A. Jus (Poland) ; G. Langfeldt 


(Norway) ; J. J. Lopez Ibor (Spain) ; W. 
Overholser (U.S. A.) ; A. C. Pacheco Silva 
(Brazil) ; J. G. Prick (Holland) ; W. Sar- 
gant (Great Britain) ; C. A. Seguin (Peru) ; 
P. Sivadon (France) ; E. Stromgreen (Den- 
mark) ; and J. Zutt (Germany). 

The officers of the World Psychiatric As- 
sociation are : 

President : D. E. Cameron (Canada) 
Vice-President : F. J. Braceland (U.S. A.) 
General Secretary : H. Ey (France) 
Assistant Secretaries: W. Sargant (Great 

Britain ) and J. J. Lopez Ibor (Spain) 
Treasurer : P. Sivadon (France) 

A special meeting of the General Assem- 
bly will be held in 1962 in Geneva in order 
to transact the business of this organization 
and plan the next World Congress. The of- 
fices of the World Psychiatric Association 
will be located in Geneva, Switzerland. 


AMERICAN ELECTROENCEPHALOGRAPHIC So- 
cieTy.—The newly elected officers of the 
American Electroencephalographic Society, 
elected at the June 1961 meeting in Atlantic 


City : Charles E. Henry, Hartford Connecti- 
cut, President; Cosimo Ajmone-Marsan, 
Bethesda, Maryland, President-Elect ; Ken- 
neth A. Kooi, Ann Arbor, Michigan, Secre- 
tary ; Isadore S. Zfass, Richmond, Virginia, 
Treasurer. 


Henry MemoriaL LeEcrures.— 
Monroe Eisner, president of Monmouth 
Medical Center, Long Branch, N. J. has 
announced the inauguration of the Henry 
Pollak Memorial Lectures which this year 
will bring to this country Dr. Lipot Szondi 
of Zurich, founder of the International Con- 
gress for the Study of Schicksal Psychologie 
(analysis of destiny). 

The lecture series is underwritten by 
Maurice Pollak of West Long Branch, N. J., 
in memory of his father, the late Henry 
Pollak. The Pollak Foundation is also the 
source of funds which established and helps 
to maintain the Pollak Clinic, the commu- 
nity mental hygiene service of the Mon- 
mouth Medical Center of which Milton E. 
Kirkpatrick, M.D., is director. Present plans 
call for Dr. Szondi to spend the week of 
November 3 in the United States during 
which time he will present 3 all-day semi- 
nars at the Pollak Clinic, 1 lecture at Prince- 
ton University and 1 lecture in New York 


City. 


Researcu TRAINING IN Psycuiatry.—A 2- 
year program of research training in psy- 
chiatry leading to the degree of Doctor of 
Medical Science is available at the State 
University of New York Downstate Medical 
Center. It is open to M.D.s who have com- 
pleted 3 years residency training. Candi- 
dates who have completed 2 years will 
also be accepted : the final year of residency 
to be taken at the psychiatric division of 
Kings County Hospital concurrently with 
the research course. A broad interdiscipli- 
nary faculty will conduct the courses and 
supervise the work of candidates. Extensive 
— and laboratory facilities are avail- 
able. 


Each candidate accepted will be granted 
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a fellowship of $6,000 for the first post- 
residency year and $7,000 for the second. 
These fellowships may be supplemented by 
stipends in special cases. Three-year candi- 
dates will receive $7,100 for the final resi- 
dency year. 

Applications for the academic year 
beginning September, 1962 should be sub- 
mitted before February 1, 1962. For infor- 
mation write to: Office of Admissions, 
Downstate Medical Center, 450 Clarkson 
Avenue, Brooklyn 3, New York. 


Dr. Daniets Honorep.—On May 19, 
1961, The Association for Psychoanalytic 
Medicine in conjunction with the Columbia 
University Psychoanalytic Clinic and its 
Alumni Association tendered a dinner in 
honor of Dr. George E. Daniels, Retiring 
Director of the Columbia University Psy- 
choanalytic Clinic. Among the distinguished 
guests paying tribute to Dr. Daniels were : 
Dr. H. Houston Merritt, Dean of the Co- 
lumbia University College of Physicians and 
Surgeons ; Dr. Carl Binger ; Dr. Nolan D. C. 
Lewis ; Dr. Sandor Rado. 

The Psychoanalytic Clinic’s new Director 
is Dr. George S. Goldman. 


AMERICAN ASSOCIATION OF NEUROPATHOL- 
ocists.—At the 36th annual meeting of the 
American Association of Neuropathologists, 
the following members were elected to 
serve as Officers for the current year : David 
Cowen, M.D., New York, N. Y., President ; 
Leon Roizin, M.D., New York, N. Y., Presi- 
dent-elect ; Angel Pentschew, M.D., Balti- 
more, Maryland, Vice-President; Irwin 
Feigin, M.D., New York, N. Y., Secretary- 
Treasurer; Humberto Cravioto, M.D., 
Mexico D.F., Mexico, Assistant Secretary- 
Treasurer. 


Dr. Appe, Honorep.—The Department of 
Psychiatry of the University of Pennsyl- 
vania honored Dr. Kenneth E. Appel, 
chairman of the department and professor 
of psychiatry, at a reception, June 23, at 
the Overbrook Golf Club, Bryn Mawr, Pa. 

Dr. Appel, past president of the Ameri- 


can Psychiatric Association has completed 
his 3lst year on the School of Medicine 
faculty. The new laboratory for research in 
psychiatry was dedicated to Dr. Appel in 
September 1960. 

He is president of the national Joint Com- 
mission on Mental Illness and Health, es- 
tablished by Congress in 1955 and financed 
with a grant of $1.5 million from the Na- 
tional Institute of Mental Health to survey 
the nation’s resources for combatting mental 
illness. The 11th and final volume of the 
Commission’s report was published this 
spring. 

Tue Davw Core Witson Lecrure.—The 
3rd David Wilson lecture at the University 
of Virginia was given at Charlottesville, 
April 21, 1961 by Dr. William B. Terhune, 
Medical Director, the Silver Hill Founda- 
tion, New Canaan, Connecticut. The sub- 
ject of Dr. Terhune’s lecture was The Treat- 
ment of the Phoebic Patient. 

The lecture proper was preceded by a 
delightful and fully merited tribute to Dr. 
Wilson. 


Tue Socrery ror THE ScrentTiFIC Stupy 
or Sex.—The 4th annual meeting of the 
Society will be held at 9:30 a.m., Novem- 
ber 4, 1961, in the Barbizon Plaza Hotel, 
106 Central Park South, New York City. 

The topic for the morning session is “Sex 
and Aging.” Discussants : Dr. Harry Benja- 
min, Dr. Lissy F. Jarvik, Dr. Joseph T. 
Freeman, Mrs. Donald Armstrong. Chair- 
man: Dr. Hugo G. Beigel. 

The topic for the afternoon session is 
“Sex Factors in Schizophrenia.” Discus- 
sants: Dr. Bernard C. Glueck, Jr., Dr. 
Jules D. Holzberg, Dr. Lothar B. Kalinow- 
sky, Dr. Sandor Rado. Chairman: Dr. 
Franz J. Kallmann. 


Tue NevrosurcicaL Society or 
Officers of the Society for the period 1961- 
62 are: President, Dr. Mario Contreras V. ; 
Elected President. Dr. Tuar R. Olivares ; 
Genera! Secretary-‘Treasuver, Dr. Juan Fier- 
ro M. ; Directors, Dr. Reina'<'o Poblete G., 
and Dr. Manuel Donoso C. 
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Notice To DirLoMATEsS OF THE AMERI- 
CAN Boarp or PsycHIATRY AND NEUROLOGY, 
Inc.—The American Board of Psychiatry 
and Neurology, Inc. requests each diplo- 
mate to maintain his current mailing address 
and current professional appointment on 
file in the Executive Office. If your address 
and professional appointment have changed 
since the date of your certification, please 
forward such information to: American 
Board of Psychiatry and Neurology, Inc., 
102-110 Second Ave. N.W., Rochester, 
Minn. 

Because of the ever increasing inquiries 
addressed to the Board, it has become es- 
sential to maintain an up-to-date address 
file on all diplomates. 

David A. Boyd, Jr., M.D., 
Executive Secretary-Treasurer. 


LecisLaTion Arrectinc MENTAL HEALTH 
PROGRAMS IN THE SOUTHERN States.—The 
Southern Regional Education Board reports 
on state legislation at the 1961 sessions of 
the legislature in 7 of the 13 SREB states 
that hold legislative sessions during 1961, 
dealing with mental health. 

Arkansas : Proposed bond issue, $16 mil- 
lion for new buildings at State Hospital and 
Children’s Colony. . . . Operating fund for 
Children’s Colony doubled for coming bi- 
ennium. . . . Child guidance clinic estab- 
lished at University Medical Center to 
diagnose minimal brain damage. 

Georgia: Increased appropriations for 
Milledgeville State Hospital and Gracewood 
State School. . . . Bill on determining pos- 
sible increase patient-pay revenue. 

Louisiana : Appropriations increased for 
all mental health services, with special at- 
tention to exceptional children. . . . Evalua- 
tion center for mentally retarded to be built 
in New Orleans, and research and rehabili- 
tation center to be established. 

South Carolina : Appropriations increased 
for mental health program. . . . Consultant 
in mental retardation added to Mental 
Health Commission. . . . Community health 
services plan enables counties to participate 
in mental] health services on matching funds 
basis. . . . Psychiatric residency for South 
Carolina State Hospital. 


Tennessee: Appropriations for mental 
health activities increased 23% for next bi- 
ennium. . . . NIMH, Peabody College and 
Tennessee-Kentucky Mental Health Depart- 
ments cooperate in pilot program in training 
of “emotionally” disturbed children. . . 
New intensive treatment centers in Chat- 
tanooga and Memphis, the latter to be 
teaching hospital for University of Tennes- 
see Medical School. . . . $2% million au- 
thorized from treasury surplus for improv- 
ing mental health facilities. 

West Virginia : New training center for 
psychiatric nursing at Huntington State 
Hospital. . . . Barboursville State Hospital 
converted to alcoholic treatment center. . . . 
Training school for retarded children 
opened to blind and deaf patients... . 
Operations appropriations for all institu- 
tions increased. 

Report on the other 6 SREB states to 
follow when their legislative sessions have 
adjourned. 


ENCYCLOPEDIA OF THE SoctAL SCIENCES.— 
Announcement has been made that work on 
a new edition of this Encyclopedia has be- 
gun under the editorial direction of Bert F. 
Hoselitz. The plans call for an edition of 
12 to 15 volumes with a total of 6 to 7 
million words, Simultaneous publication of 
the entire work is tentatively scheduled for 
1965. 

The Encyclopedia will encompass the 
work in anthropology, economics, political 
science, psychology, and sociology as well 
as related material in social history, educa- 
tion, business administration, linguistics, 
law, and medicine including psychiatry. 

The work will be under the guidance of 
an editorial board of social scientists from 
many nations under the chairmanship of 
W. Allen Wallis, Dean of the Graduate 
School of Business, University of Chicago, 
with consultants from all relevant fields. 

The office of the Encyclopedia is at 5836 
Greenwood Ave., Chicago 37, II. 


New Jersey PsycHoaNaLytic Associa- 
t10N.—The following physicians were elected 
to office at the annual meeting of the Asso- 
ciation: John E. Hughes, M.D., East Or- 
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ange, N. J., President; Samuel A. Weiss, 
M.D., East Orange, N. J., Vice-President ; 
Benedict J. Bernstein, M.D., Maplewood, 
N. J., Secretary ; Howard Schlossman, M.D., 
Englewood, N. J., Treasurer; Herman 
Shlionski, M.D., Montclair, N. J., Council 
Representative ; George Zavitzianos, M.D., 
Tenafly, N. J., Alternate Council Repre- 
sentative. 


Mepicat Hypnosis.—A graduate course 
in medical hypnosis is offered to physicians 
and dentists by the University of Pennsyl- 
vania Graduate School of Medicine, De- 
partment of Neurology and Psychiatry, be- 
ginning October 4, 1961. The course meets 
recommendations made by the American 
Medical Association’s Committee on Hyp- 
nosis. 

The course will be given at the Institute 
of the Pennsylvania Hospital, 111 North 
49th St., Philadelphia, under the direction 
of Lauren H. Smith, M.D., Professor and 
Chairman of Psychiatry, Department of 
Neurology and Psychiatry, Graduate School 
of Medicine and Physician-in-Chief, Insti- 


tute of the Pennsylvania Hospital. Enroll- 
ment is limited to 24. Tuition $375. 


Oren Warps—New York Strate Hospt- 
TALS.—T wo institutions under the New York 


State Department of Mental Hygiene have 
achieved 100% open ward policy. They are 
St. Lawrence State Hospital and Syracuse 
Psychiatric Hospital. 

Other institutions in the state, more than 
90% open are : Hudson River State Hospital 
(92), Newark State Hospital (94), and 
Syracuse State School (91). 


SouTHERN PsycHiaTric AssociATION.— 
The 1961 annual meeting of the Southern 
Psychiatric Association will be held in New 
Orleans at the new Royal Orleans Hotel 
Oct. 1, 2, 3. 

The registration fee, $15, will entitle 
members to the following: cocktail party 
and entertainment Sunday night; cocktail 
party, banquet and dance Monday night. 

Dr. John Bick is in charge of the scientific 
program and Dr. Kenneth Ritter is chair- 
man of the program committee. The nomi- 
nating committee, Dr. Dexter Bullard chair- 
man, will nominate the following slate of 
officers for 1961-62 : 

President—Titus Harris, M.D. 

President-Elect—Richard Proctor, M.D. 

lst Vice-President—Robert Webb, M.D. 

2nd Vice-President—William Reese, M.D. 

Secretary-Treasurer—Sullivan Bedell, 
M.D. 

Board of Regents—Levin Magruder, M.D. 


COMPLEMENTARY 


We are foolish, and without excuse foolish, in speaking of the superiority of one sex 
to the other, as if they could be compared in similar things! Each has what the other 
has not ; each completes the other ; they are in nothing alike ; and the happiness and 
perfection of both depend on each asking and receiving from the other what the other 


alone can give. 


—Joun Ruskin 
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PsYCHIATRIE DER GEGENWART—FOoRSCHUNG 
unD Praxis. Band 2 Klinische Psychiatrie. 
Edited by H. W. Gruhle, R. Jung, W. 
Mayer-Gross and M. Mueller. (Berlin and 
Heidelberg: Springer-Verlag, 1960, pp. 
1229, 146 ill.) 


This is the second of three volumes destined 
to give a picture of present-day psychiatry. 
The volume deals only with clinical psychiatry. 
The presentations, appreciations and criticisms 
move from the still so-called “endogenous psy- 
choses” over psychopathies, neuroses, addic- 
tions, organic psychoses and brain diseases to 
psychiatry of the child, adolescent, and old 
people. Mayer-Gross has written a short suc- 
cinct introduction. His editorial achievement is 
highly commendable. 

Many or even most of the authors’ names 
are as good as unknown in this country. To 
enumerate all of them with all their merits 
and demerits would bore our readers. However 
one and the other must be mentioned at least, 
if only to attract attention to their names and 
work. There is Wyrsch with a crisp chapter on 
schizophrenia the treatment of which both 
Max Miiller and Christian Miiller discuss ex- 
haustively in an extra chapter. The manic- 
depressive psychoses are presented by Weit- 
brecht, a clinician who, rooting in the biological 
aspect of our field has an especially fine finger- 
tip feeling for a philosophical approach. His 
chapter is followed by the therapeutic one done 
by Hans-Hermann Meyer who remains refresh- 
ingly critical. The symptomatic psychoses are 
dealt with in a structural manner with gestalt 
psychological leanings by Klaus Conrad. Weit- 
brecht and Conrad impress this reviewer partic- 
ularly since they bring new ideas into an area 
in which some people think no new crops can 
be harvested. Scheid reports on a variety of 
disturbances in infectious and tropical diseases 
about which little or even nothing was known 
before. He also sketches the treatment of 
neurolues. The outstanding institution for epi- 
leptics in Bethel (near Bielefeld) is the in- 
exhaustible source of two thorough chapters by 
Schorsch on clinic and research, and Dreyer 
on treatment of the epileptic diseases. From 
Waverley, Massachusetts, comes a most wel- 
come contribution on the oligophrenias by 
master Benda himself. 

Stutte gives a picture of the serious and less 
serious disturbances in children and youngsters. 
Ruffin takes pains to distinguish between nor- 
mal aging and the unblessings of senility. 


All in all, this is a book written by persons 
who know their business, who have a mature 
attitude toward theory and practice. It should 
be emphasized that in the German-speaking 
parts of Europe ! the interest in psychotherapy 
has definitely increased ; one can say that in 
this direction the influence of U. S. A. psychia- 
try is unmistakable. Psychoanalysis does not and 
never did play the role it did and partly still 
does play in this country. Perhaps the more 
theoretical training and performing withholds 
these outbursts of therapeutic enthusiasm 
which we are witnessing in our country once in 
awhile. Of course—and this is of more than 
psychiatric significance—the European attitude 
in general has taken on a more pessimistic 
streak. Whatever the degree of optimism and 
pessimism in respect to psychiatric treatment 
may be on either side of the Atlantic, the pos- 
sibility of a good, mutual understanding is 
higher than ever before. In a sense this is im- 
plied in a remark made by Weitbrecht (p. 
78) : One cannot say that Kraepelin’s system 
was everywhere accepted and kept in use 
without antagonism. Yet wherever there is any 
scientific psychiatry, one talks about manic- 
depressive and schizophrenic psychoses. Krae- 
pelin’s classical positions are so well known 
that one can come to some agreement as to 
what kind or psychoses one is discussing not- 
withstanding the most various nosologic hypo- 
theses. 

Eucen Kaun, M.D., 
Houston, Tex.. 


Tue Jerrerson-Dunciison Letters. Edited 
by John M. Dorsey. (Charlottesville, Va. : 
University of Virginia Press, 1960, pp. 120, 
portrait. ) 

There are presented in this book for the first 
time in print the letters between Thomas Jef- 
ferson and his physician, Dr. Robley Dungli- 
son, during a year ending just short of 3 months 
before Jefferson’s death. The letters have to do 
with Jefferson’s failing health and the Uni- 
versity of Virginia that he had just founded 
(opened March 7, 1825) at Charlottesville 
and of which he was Rector. 

Dr. Dorsey’s annotations throughout add 
much to the understanding of this series of 
letters. The Editor has rendered a very real 
service in bringing this correspondence to- 
gether and producing this valuable document. 


1 There are 8 Swiss authors among the 22 con- 
tributors to this volume. 
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Jefferson had the same high ambitions as to 
the quality of the teaching staff of his univer- 
sity and the medical faculty connected with it 
as Johns Hopkins, 50 years later, prescribed to 
his trustees for the medical school he proposed 
to establish. For the University of Virginia Jef- 
ferson had written, “We have determined to re- 
ceive no one who is not of the first order of 
science in his line ; and as such in every branch 
cannot be obtained with us, we propose to seek 
some of them at least in the countries ahead of 
us in science, and preferably in Great Britain, 
the land of our own language, habits and man- 


ners. 

Robley Dunglison was an import from Lon- 
don. Of him, as Dorsey notes, Osler said, 
“Dunglison has all the wisdom of his day com- 
bined with a colossal industry.” He became 
professor of anatomy and medicine and eventu- 
ally chairman of the faculty of medicine at the 
University of Virginia. Later on he was invited 
to Philadelphia where he was made professor of 
the Institutes of Medicine at Jefferson Medical 
College. He authored several medical texts, in- 
cluding his highly regarded textbook Human 
Physiology. He has been called the “Father of 
American Physiology.” He is perhaps best re- 
membered by his famous medical dictionary, 
the first edition of which came out while he was 
at Charlottesville. The Dunglison Medical Dic- 
tionary was a standard reference work through 
23 editions. 

An interesting debate between Jefferson and 
his physician occupies several of the letters in 
this book, couched in the exquisite language of 
gentlemen of the time, concerning payment for 
the doctor’s services. The patient continued 
insisting and the doctor continued to refuse. 

As the spring of 1826 drew on Jefferson was 
fully aware that the end was near. Even 7 
months before his death he had spoken of “the 
fragment of life remaining to me.” During the 
evening of July 3, arousing himself momen- 
tarily and seeing his faithful doctor at his bed- 
side he asked, “Is it the Fourth ?” Dunglison 
replied, “It soon will be.” And on the morrow, 
while everywhere the 50th anniversary of the 
Declaration of Independence was being cele- 
brated, about midday its author died. 

C. B. F. 


Tae Day Movement GREAT 
Barra. By James Farndale. (New York : 
Pergamon Press, 1961, pp. 430. $15.00.) 

“Part-time hospitalisation” is now an im- 
portant means of psychiatric treatment, and is 
the product of a number of forces, both medi- 


cal and social. 
Effective treatment exists for most acute 


illnesses in the younger age groups, and can 
often be given outside hospital. On the other 
hand, there are enormous problems of chronic 
illness in the older groups, which are unlikely 
to respond to curative measures, but which 
may need intermittent help over a long period. 
At the same time, complex modern treatment 
and rising living standards have caused an 
alarming rise in the costs of hospital care, and 
an increasing deficit of nursing and ancillary 


In answer to these developments, it seems 
necessary to give up the existing rigid con- 
ceptions of inpatient and outpatient treatment. 
From this point of view, there are many pa- 
tients who do not have to accept board and 
lodging in hospital, simply because they are 
undergoing investigation or treatment there. 
It would also seem essential to break down the 
segregation between medical care in hospital 
and that outside. 

All these factors apply, par excellence, to 
the problems of psychiatric illness, where, as 
Cameron has pointed out, treatment is not 
simply the mechanical application of specific 
cures, but a process of modifying behaviour. 
This process requires more than the conven- 
tional facilities of a hospital. It demands a 
continuous series of treatment settings, all of 
which are interdependent, and all in close 
touch with the community. 

Many of these facilities will necessarily be 
“part-time,” and one of the most useful of them 
is the day hospital, where services can be 
tailored to the needs of every individual pa- 
tient. There has been much discussion on this 
subject in recent years, but some has been 
highly speculative, and some merely wishful 
thinking. 

In contrast, Mr. Farndale’s book is an ad- 
mirably objective record of what actually exists 
in Great Britain, in the field of day care. As a 
hospital administrator, he set out to discover 
what facilities of this sort were available, in 
1959, for psychiatric and geriatric patients. He 
visited over 60 hospitals and centres, and 
describes what he found there in exhaustive 
detail. 

This trend of day care is shown to have 
erupted in widely differing forms throughout 
the country. Though there is national planning 
of the medical services, local initiative and in- 
dividual personalities still seem to be decisive 
in creating these units. There is every stage of 
development, from an independent day hos- 
pital with separate staff and services, to 
informal arrangements for patients to spend the 
day at the occupational therapy department of 
a local hospital. 
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The 1,500 psychiatric day patients, who 
were attending at this time, form a very small 
number, in comparison with the 200,000 
hospital beds for mental illness and subnor- 
mality, or the vast numbers of outpatients. 
However, it is clear that these day facilities 
are widely appreciated, and that large-scale 
expansion is planned for them. 

It was premature at this stage to make pre- 
dictions about reductions in hospital beds, but 
Farndale points out that by no means all day 
patients would otherwise be candidates for 
admission. To some extent, they form a “new 
clientele”—which is one equally meriting treat- 
ment. 

He is well qualified to discuss the important 
financial implications of day treatment—though 
in Britain, these are not the immediate concern 
of the patient. There seems to be opportunity 
for some capital saving, in providing day places 
rather than inpatient beds—the cost is probably 
less than a third. However, comparison of the 
costs per patient in the two settings is more 
difficult, since the standards of treatment pro- 
vided may be entirely different. This discussion 
underlines the unsatisfactory nature of hospital 
costing in psychiatry on a weekly basis, rather 
than that of a “patient-illness.” 

Farndale’s conclusion is that, if additional 
money is to be spent on improving mental 
health services, the provision of more day hos- 
pitals would be one of the most economical and 
socially satisfactory ways of achieving the ob- 
ject. This seems fully justified by the evidence 
provided. 

This book is not uniformly satisfactory, par- 
ticularly as the medical aspects have to be 
reproduced at second-hand, and psychiatrists 
will certainly have more to say on the question. 
The style does not encourage easy reading and 
some of the profuse illustrations are of rather 
doubtful relevance. However, all those who are 
concerned with the operation or planning of 
day hospitals will find this an invaluable work 
of reference. 

HucH FREEMAN, B.M., D.P.M., 
Littlemore Hospital, Oxford, England. 


Cutture History: Essays Honor oF 
Paut Rani. Edited by Stanley 
(New York: Published for Brandeis Uni- 
versity by Columbia University Press, 1960, 
pp. 1014. $15.00.) 


Paul Radin (1883-1959) was one of the most 
original and formative influences in American 
anthropology. This Festschrift in his honor con- 
tains 54 contributions, far too numerous to list 
by author and title, but covering the whole 
range of Radin’s interests. To summarize the 


common theme of these contributions is not 
difficult, for almost all of them are character- 
ized by an interest in the human mind at work, 
and hence will be of particular interest to read- 
ers of this Journal. This is not an ordinary 
Festschrift, it is an extraordinary one, dedicated 
to the memory of a great man and a distin- 
guished teacher who, although he did not 
work well in harness, as a free spirit helped to 
free the spirit of others. Radin died shortly 
before he could receive this volume in his 
honor. It will always remain a testimony to the 
humanizing influence he exercised in his chosen 
field. His own writings, happily, grow in stature 
and in appreciation with the progress of time. 
This, perhaps, more than anything else indi- 
cates the true measure of the man. 
AsHLEY Montacu, Px.D., 
Princeton, N. J. 


Tae Heartuy Edited by Harold C. 
Stuart and Dange G. Prugh. (Cambridge : 
Harvard University Press, 1960, pp. 507. 
$10.00.) 

This excellent book is written by 22 experts 
who provide conceptual background material 
for professional participants in health, psycho- 
logical, social and educational services for chil- 
dren. Every phase of growth and development 
is covered, and the purpose of the book to in- 
crease the application of general principles is 
well realized in a highly readable text. There 
is a valuable group of section references and 
notes at the end of the book, and an ‘ndex. 

AsHLEY Montacu, « 4.D., 
Princeton, N. J. 


THERAPEUTISCHE FORTSCHRITTE IN DER NEUv- 
ROLOGIE UND PsycutatTaie. Edited by Hans 
Hoff. (Vienna, Austria : Urban & Schwar- 
zenberg, 1960, pp. 510. Schilling 318,— 
or DM 53.—.) 

With the collaboration of some 34 scientists, 
the author (who heads the department of psy- 
chiatry at the University of Vienna and whose 
monumental work, Lehrbuch der Psychiatrie, 
was previously discussed here) primarily offers 
the reader clinical and dynamic evidence of the 
close relationship between neurology and psy- 
chiatry. This, at first thought, may not sound 
new. However, in practice, there are probably 
few readers who would not agree with the au- 
thor that neurologists and psychiatrists do not 
actually have the close relationship that one 
would expect ; both “specialties” are even com- 
pletely separated in most clinics and hospitals. 
The book is divided, intentionally and not arbi- 
trarily, into two logical parts, namely Neu- 
rology, and Psychiatry. However, most of the 
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contributions under Neurology are written by 
psychiatrists, and most of the contributions 
under Psychiatry are written by neurologists. 
That alone should give food for thought here 
and abroad! Some chapters in both parts are 
written by the same author, such as those by 
Hans Hoff on the neurophysicological basis of 
modern neurology in the first part, and those 
on the progress in psychosurgery in the second 
part. Each contribution is skillfully edited and 
supplemented with lengthy appendices of bib- 
liography from both hemispheres ! 
Hans A. Pu.D., 
Los Angeles, Calif. 


Psycutatry : Descriptive AND Dynamic. By 
Jackson A. Smith. (Baltimore: The Wil- 
liams & Wilkins Company, 1960, pp. 342. 
$7.00.) 

In the preface the author states : “The aim 
of this book is to describe concisely the various 
syndromes seen in psychiatric patients and to 
make these syndromes recognizable to student 
and physician alike. . . The prevailing dynamic 
concepts are included, as well as a brief review 
of their origins. Theoretical differences be- 
tween the founders of different schools of 
psychiatry are mentioned.” 

Chapter 2 deals with Schools of Psychiatry 
and has interesting accounts of Jung, Adler, 
Ferenczi, H. S. Sullivan, Karen Horney and 
existential analysis. Sigmund Freud does not 
appear nor does Adolf Meyer. Charcot, Krae- 
pelin, Bleuler, and Janet are given short write- 
ups in Chapter 1, “History of Psychiatry,” 
which presumably explains their omission un- 
der “Schools of Psychiatry.” With the excep- 
tion of existential analysis, schools of psychi- 
atry apparently are only those that are com- 
monly regarded as Freudian or neo-Freudian. 

Chapter 3 is labeled “Psychodynamics” and 
it is stated, “This material generally follows the 
concepts defined by Freud. Where the theories 
of others are included, the author’s name is 
given.” This chapter contains 29 pages and 
seems to be a fairly good but brief presenta- 
tion of Freud’s view. 

It is difficult to assess this volume. In general 
it is clearly and simply written and some parts 
of it are excellent. Apparently the author feels 
that psychodynamics is adequately covered by 
Freud’s theories. The reviewer finds it difficult 
to understand how an American textbook could 
be written with chapters on “History of Psy- 
chiatry” and “Schools of Psychiatry” which 
only mentions Adolf Meyer briefly in the 
chapter on “Affective Reactions,” stating that 
he suggested that the term melancholia be 
abandoned in favor of depression, and that 


further distinction could be made in accord- 
ance with the intrinsic nature of the depres- 
sion. Under “Schizophrenic Reactions” there 
is one page devoted to some of Meyer’s ideas. 
It is not clear for what group this book is 
written. It is too brief and has too much of 
importance omitted to serve as a textbook in 
medical schools. It does not seem that this 
book will be particularly valuable to the psy- 
choanalysts as the material given is very limited 
and contains nothing new. It is perhaps most 
fitted for popular reading because of its simple 
formulations and the ease with which it is 
understood. 
M. Bowman, M.D., 
San Francisco, Calif. 


JAHRBUCH DER PsyCHOANALYSsE. Beitraege zur 
Theorie und Praxis. Vol. I. Edited by 
K. Draeger, H. E. Richter, G. Scheunert, 
and E. Seeger. (Cologne, Germany : West- 
deutscher Verlag, 1960, pp. 297. DM 
25.—.) 


The Preface was written by Anna Freud in 
London, as a send-off for the Wiederaufnahme 
of the Annual Proceedings of Psychoanalysis 
and the Wiedererstehen of the psychoanalytic 
movement in Germany. However, many of the 
contributors seem to this reviewer to suggest 
the analogy of carrying coal to Newcastle : 
Karl Menninger writes on “Regulatory Devices 
of the Ego under Major Stress,” now translated 
into German from the International J. Psycho- 
analysis, as “Ich-Veraenderungen” ; or Michael 
Balint (London) has translated a paper, origi- 
nally presented to the Inaugural Meeting of 
the Pittsburg Psychoanalytic Society, as well 
as subsequently at Society Meetings in London, 
Montreal, New York, and Washington 1959/ 
1960, entitled Primaerer Narzissmus und Pri- 
maere Liebe (Primary Narcissism and Primary 
Love). There are also papers by Therese 
Benedek (New York) on Elternschaft als Ent- 
wicklungsphase (Parenthood as a Develop- 
mental Phase), discussing Freud’s libido- 
theory, J. Lampl-De Groot on “Depression and 
Aggression,” A. Reich (New York) on “Com- 
ments about Counter-transference,” Erich Sim- 
enauer (South Africa) on “Psychoanalysis and 
Surgery”; or Paul Parin’s “Counter-transfer- 
ence and its various forms of Resistance.” 
While the Jahrbuch makes its first appearance 
and contains valuable contributions, its indices 
are poor or non-existent, but it can be hoped 
that subsequent Proceedings will contain more 
“home-grown” products. But a new “baby” is 
always welcome ! 

Hans A. Pu.D., 
Los Angeles, Calif. 
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grounds privileges 


control of symptoms assured 
and no more “pills” until bedtime 


with qi2h Thorazine’ Spansule’ therapy 


brand of chlorpromazine brand of sustained release capsules 


N.B.: For complete information on indications, dosage, side effects, cautions and contraindications, 
see: Thorazine® Reference Manual, The Treatment of Hospitalized Psychiatric Patients with Thorazine®, 
or your SK&F representative. Full information is also on file with your pharmacist. 


Smith Kline & French Laboratories, Philadelphia = leaders in psychopharmaceutical research 
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anxiety relief—with a remarkably low incidence of drowsiness 


Because effective antianxiety measures include: 

- retaining clarity of mind, sound judgment, precision skills 

* retaining natural zest, sense of contact, interest in life 

- avoiding ataxia, drug-linked weight gain, destructive impulses 
- avoiding jaundice, blood dyscrasias, extrapyramidal reactions 
Indications: For use in the common anxiety-tension states, as well as in 


virtually all conditions in which heightened tension is a barrier to mental 
or somatic well-being. 


Dosage: The usual dosage in adults is one tablet three times daily, preferably 
just before meals. In insomnia due to emotional tension, an additional tablet 
at bedtime usually affords sufficient relaxation to permit natural sleep. 


Supplied: Pink, coated, unmarked tablets, 200 mg., bottles of 100. 


Before prescribing or administering sTRIATRAN, the physician should consult the 
detailed information on use accompanying the package or available on request. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc. 
WEST POINT, PA. 
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SPECIFY BARNHART 
TUBULAR DETENTION SCREENS 
for More Rigidity 
Than Any Other Unit 


DETENTION FEATURES INVISIBLE 
BETTER FOR PATIENTS — EASIER TO OPERATE 


BARNHART 


Our new cover plate type—in a constructed tubular frame. “All de- 
tention devices concealed.” Strong and sturdy in either aluminum or 
steel frames. 


If you were a mentally disturbed patient would you feel locked in and 
confined when you saw the detention gadgets exposed and looking 
at you every time the screen was opened to adjust the room windows? 
Insist on the cover plate unit. 


Shock Distribution: Acknowledged by all—the finest in the detention 
field. 


Aluminum or steel frames 
AAA—MAXIMUM AA—MEDIUM A—MILDSAFETY 
38% MORE STEEL — 76% MORE RIGIDITY 


and C, 
DETENTION UNITS 


Main office and Factory: 140 Highland St. « Port Chester, N. Y. ¢N.Y.C. Tel. CYpress 5-7838 
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afe & Sound 
Sleep is sound, sleep is secure with Doriden. Five years’ clinical experience has 
proved its efficacy and wide margin of safety, has made it the most widely pre- 
scribed nonbarbiturate sedative. The clinical safety of Doriden — in terms of 
minimal side effects,!.2 absence of respiratory depression,!-4 and lack of adverse 
effects on liver,5 kidney,!;5 and blood — has been confirmed repeatedly. So, for 


all the benefits of safe and sound sleep — prescribe Doriden. 


Supplied: Capsules, 0.5 Gm. (blue and white). Tablets, 0.5 Gm. (white, scored), 
0.25 Gm. (white, scored) and 0.125 Gm. (white). 

References: 1. Blumberg, N., Everts, E. A., and Goracci, A. F.: Pennsylvania 
M. J. 59:808 (July) 1956. 2. Matlin, E.: M. Times 84:68 (Jan.) 1956. 3. Hodge, 
J., Sokoloff, M., and Franco, F.: Am. Pract. & Digest Treat. 10:473 (March) 
1959. 4. Burros, H.M., and Borromeo, V.H.J.: J. Urol. 76:456 (Oct.) 1956. 
5. Lane, R.A.: New York J. Med. 55:2343 (Aug. 15) 1955. 2/290sme 
For complete information about Doriden (including dosage, cautions, and side 
effects), see current Physicians’ Desk Reference or write cisa, Summit, N. J. 
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Capsules 
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LIFT THE 
DEPRESSION 
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Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated in the presence of liver or kidney disease. 


Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depression, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patient’s responsiveness. Complete literature 
giving dosage, side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 

Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Kruse, C. F. Hess and M. G. Hoermann, Dis. 
Nerv. System, 20:269, 1959. c. Griffith, Clin. Med., 6:1555, 1959. 3. R. B. 
Ford, H. E. Branham and J. a “Cleckley, ibid., p. 1559. 4. ‘HH. Azima, H. Durost, D. 
Arthurs and A. Silver, Am. J. Psychiat., 116:453, 1959. 3. L. Alexander and S. R 
Lipsett, Dis. ge System, 20:(Suppl.), 26, 1959. 6. H. F. Darling, Am. J. Psychiat., 
116:355, 1959. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., 
80:( Art. 3), 820, 1959. . L. O. Randall and R. E. Basson, ibid., p. 626. 9. G. Zbin- 
den and A. Studer, ibid., p. 873. 10. O. Resnick, ibid., 726. 11. T. R. Robie, 
Nerv. System, 20: i182, 1959. 12. A. Feldstein, H. Hoagland and H. Freeman, oe eg 
130:500, 1959. 13. L. O. Randall and R. E. Bagdon, Dis. Nerv. System, 19:539, 
1958. 14. W. Hollander and R. W. Wilkins, in J. H. Moyer, Ed., Hypertension, Phila- 
delphia, W. B. Saunders Co., 1959, p. 399. 15. I. Kimbell and A. Pokorny, paper read 
at Symposium on Newer Antidepressants and Other Psychotherapeutic Drugs, Galves- 
ton, Texas, Nov. 13-14, 1959. 16. D. Goldman, ibid. 17. J. E. Oltman and S. Fried- 
man, ibid. 18. G. Zbinden, ibid. 19. G. C. Griffith and R. W. Oblath, ibid. 20. H. 
Freeman, ibid. 21. W. B. Abrams, A. Bernstein, V. D. Mattia, Jr., R. J. Floody and 
L. O. Randall, Scientific Exhibit, American Medical Association Meeting, Atlantic City, 
N. J., June 8- i2, 1959. 22. R. W. Oblath, paper read at onan Therapeutic Society, 
60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 23. L. Cole, ibid. 24. I. 
Kimbell, Jr., paper read at Cooperative Chemotherapy Studies in haa 4th Annual 
Research Conference, Memphis, Tenn., May 20-22, 1959. 25. L. O. Randall and R. E. 
Bagdon, Second Marsilid Symposium, Chicago, May 8, 1958. 26. W. B. Abrams, D. W. 
Lewis and M. C. Becker, paper read at the International Symposium on Catecho- 
lamines in Cardiovascular Pathology, Burlington, Vt., Aug. 23-26, 1959. 27. H. I. 
Russek, Angiology, to be published. 
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tranquilizer-induced 
parkinsonism... 


reversed with COGENTIN 


without lowering phenothiazine dosage 


“When rigidity and tremors are in the 


foreground, and especially in combina- 
tion with sialorrhea ...[COGENTIN] gave 


prompt relief in 86%...” of patients 
with tranquilizer-induced parkinsonism. 
important: With COGENTIN, parkinsonism 
can often be reversed without reducing 
phenothiazine dosage.? A most power- 
ful antispasmodic,? its long cumulative 
action is unusually well tolerated.‘ 


Before prescribing or administering COGENTIN, 
the physician should consult the detailed in- 
formation on use accompanying the package 
or available on request. 

Supplied: Tablets COGENTIN (quarterscored), 
2 mg., botties of 100 and 1000. New dose 
form: Injection COGENTIN, 1 mg. per cc., 
ampuls of 2 cc., boxes of 6. 
References: 1. Kruse, W.: Dis. Nerv. System 
21:79, 1960. 2. Ayd, F. J., Jr.: Clin. Med. 6:387, 
1959. 3. Brock, S$. (Moderator): Buli. New York 
Acad. Med. 32:202, 1956. 4. Doshay, L. J., 
and Boshes, L.: Postgrad. Med. 27:602, 1960. 
COGENTIN is a trademark of Merck & Co., Inc. 


G&D MERCK SHARP & DOHME 
Division of Merck & Co., INC., West Point, Pa. 
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alone, depressed, and anxious 
with no a cry.” 


a so that they may pod 
to accept and deal with the 


apy. Full dosage information, 
available on re- 
quest, should be 


brand of fe AN ne dihydrogen sulfate 


“TRUE ANTIDEPRESSANT 


AVAILABLE NOW 


INCREASED POTENCY 
GREATER ECONOMY 


(brand of amphenidone, 400 mg.) 


impressively effective against tension headache’ 


Dornwal 400 relaxes the musculature of the head and neck involved in tension headache and by 
doing so breaks the vicious cycle between psychological tension and muscular tension. Dornwal 400 
also relieves anxiety and tension states quickly and effectively, usually without sedation or drowsi- 
ness. It is particularly suited to the active patient because it is relatively free from side effects such 
as depression and depersonalization. Some patients are relieved of their symptoms in as little as 
half an hour. 


Dornwal 200 (amphenidone, 200 mg.), for similar conditions where lower dosage levels are adequate. 
Dornwal 100 (amphenidone, 100 mg.) is effective in the treatment of emotionally disturbed children. 


Supplied: Dornwal 400—400 mg. green scored tablets. Dornwal 200— 200 mg. yellow scored tablets. 


Dornwal 100 (Pediatric) —100 mg. pink tablets. Bottles of 100 and 500. 


(Matt Maltbie Laboratories Division 
Wallace & Tiernan Inc., Belleville 9, N. J. 


*Dixon, H. H.; Dickel, H. A., and Dixon, H. H., Jr.: ia 2 oe oe 
“Clinical and Electromyographic Appraisal of Amino- 14 zi 
hhenylpyridone,”” Northwest Med. 60:27 (March) 1961. Dornwal 400 Dornwal 200 Dornwal 100 
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FOR YOUR PATIENT WITH DEPRESSION 


AMITRIPTYLINE HYDROCHLORIDE 


the antidepressant with a significant difference: 
* given orally or parenterally, ELAVIL provides 
PROMPT relief of associated anxiety, tension, 


and insomnia ¢ followed by control’ of 


SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS 


TRANQUILIZERS ANTIDEPRESSANTS 


Ke 


@ asingle agent (not a combination of compounds) 


© effective in all types of depression...particularly 
useful in depressed patients with predominant 
symptoms of anxiety and tension. 


@ may be used in ambulatory or hospitalized patients 


@ not an amine oxidase (MAO) inhibitor 


please turn page for EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 
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INVESTIGATOR 


DUNLOP, EDWIN: 
The treatment of 
depression in 
private practice. 


BENNETT, DOUGLAS: 
Treatment of 

depressive states 

with amitriptyline. 


SAUNDERS, JOHN C.: 
Antidepressives: the 
pith of affective therapy. 


OSTFELD, ADRIAN M.: 
Effects of an anti- 
depressant drug on tests 
of mood and perception. 


EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 


FINDINGS 


“Amitriptyline [ELAVIL] has a specific advantage over any anti- 
depressant currently available and | see increasing evidence of its 
usefulness in reducing tension, agitation and anxiety, as well as 
in relieving the depressive quality of the illness. Amitriptyline 
appears ...to combine better than any other antidepressant drug 
the successful treatment of anxiety at one end of the scale and 
depression at the other. Experience in the past has shown us that, 
when using electroshock or analeptics, although depression can 
be relieved, the accompanying anxiety eventually proves more 
troublesome than the depressive phase of the illness. Amitripty- 
line successfully bridges these divergent symptoms which are 
displayed in varying proportions in all depressive syndromes. 

“... Approximately one hundred and twenty patients have been 
studied with amitriptyline during the last fifteen months. It is an 
effective antidepressant when employed in both hospital and 
ambulatory patients. Its dependability and freedom from toxicity 
and severe side effects merit further evaluation on a broader spec- 
trum of depressive disorders.” 


“In those cases showing a good response, early and dramatic 
improvement in sleeplessness resulted and many patients noted 
a feeling of relaxation. The ability of some patients to reduce their 
night sedatives after only a month’s treatment was unique in my 
experience of the treatment of depression.” 


“Its primary action in hospitalized psychotics is antidepressive; 
this along with its very low rate of side actions make it a drug of 
potentially frequent application in a broad spectrum of neuro- 
psychiatric diseases. ... Since a large part of any hospital popu- 
lation will reach a plateau if given only a tranquilizer or an ener- 
gizer, we suggest that amitriptyline alone be given prior to 
combination therapy, as this drug is easier and safer to administer 
and produces a significant improvement in a high percentage 
of cases (60-75).” 


“Finally, it appears that amitriptyline in the doses employed here 
is relatively effective in depressed states of neurotic proportions. 
lts freedom from severe side effects in doses that are therapeu- 
tically effective seems established in this patient population.” 


| : % 

; 

SYMPOSIUM ON DEPRESSION | 

eo with Special Seudies of a New 

A SCIENTIFIC MEETING 

Mason 4, 1008 

| 
i] 
| | 


(This symposium was published in 
Diseases of the Nervous System, 
Volume 22, Section Two— Supplement, May 1961) 


INVESTIGATOR FINDINGS 


AYD, FRANK J., JR.: “Amitriptyline and imipramine induce similar side effects but, 
Acritique of generally speaking, those of amitriptyline cause less subjective 
discomfort in patients than those of imipramine. 


antidepressants. 

“... Many of the factors that favor a satisfactory response to these 
drugs are also those clinically associated with the expectation of 
a good reaction to ECT. The danger lies in their general slowness 
in taking effect which makes their use hazardous for severely 
depressed suicidal patients who, preferably, should be treated 
with electroshock therapy. Otherwise, these compounds can be 
a satisfactory substitute for shock therapy for most depressed 
patients. Thus, these drugs have lessened the need for ECT. On 
those occasions when ECT is necessary, if the shock therapy is 
combined with an antidepressant, ECT can be dispensed with 
after a few treatments.” 


COMPARISON OF THERAPEUTIC RESULTS 
WITH VARIOUS ANTIDEPRESSANTS 


IMPROVED PARTIALLY UNIMPROVED 
IMPROVED 
50 


50 AMITRIPTYLINE 5° = 
IMIPRAMINE 
NIALAMIDE 


40 PHENELZINE 40 
ISOCARBOXAZID 


ISOCARBOXAZIO — 
AMITRIPTYLINE, PRENELZINE 
PHENELZINE 
ISOCARBOXAZID 
IMIPRAMINE 
NIALAMIDE 


> 
: 
30 —- 30 
IMIPRAMINE — 
AMITRIPTYLINE 
10 — 10 — 10 
0% 0% 0% 


EXCERPTS FROM A 
SYMPOSIUM ON 
DEPRESSION 


(continued) 


INVESTIGATOR FINDINGS 


DORFMAN, WILFRED: “In evaluating the effectiveness of amitriptyline in all these dif- 
Masked depression. ferent settings, it was considered to be effective in 17 of the 25 
patients (68%).” 


FELDMAN, PAUL E.: “Compared to other energizer compounds, particularly the hydra- 
Psychotherapy and zines, amitriptyline appears to be relatively nontoxic. The labo- 


ratory reports for the most part remained within normal limits. 
Occasionally, abnormal readings were reported, but these 
appeared only sporadically and were not related to any clinical 
findings.” 


chemotherapy 
(amitriptyline) 
of anergic states. 


INDICATIONS: manic-depressive reaction—depressed phase; involutional melancholia; reactive depression; schizo- 
affective depression; neurotic-depressive reaction; and these target symptoms: anxiety; depressed mood; insomnia; 
psychomotor retardation; functional somatic complaints; loss of interest; feelings of guilt; anorexia. May be used 
whether the emotional difficulty is a manifestation of neurosis or psychosis," and in ambulatory or hospitalized 
patients.'.2-3 


USUAL ADULT DOSAGE: Tablets — initial dosage 25 to 50 mg. three times a day, depending on body weight, severity, 
and clinical disturbances. Dosage may be adjusted up or down depending upon the response of the patient. Some patients 
improve rapidly, although many depressed patients require four to six weeks of therapy before obtaining antidepressant 
response. For the ambulatory patient the dosage range for Tablets ELAVIL is 40 to 150 mg. daily. In the hospitalized 
patient, a daily dosage up to 300 mg. may be required. Injection ELAVIL may be given IM to rapidly calm depressed 
patients with symptoms of anxiety and tension while instituting therapy of the underlying depression. Initial therapy is 2 
to 3 cc. (20 to 30 mg.) IM, q.i.d. 


The natural course of depression is often many months in duration. Accordingly, it is appropriate to continue mainte- 
nance therapy for at least three months after the patient has achieved satisfactory improvement in order to lessen the 
possibility of relapse, which may occur if the patient's depressive cycle is not complete. In the event of relapse, 
therapy with ELAVIL may be reinstituted. 


ELAVIL is not a monoamine oxidase (MAO) inhibitor. It does, however, augment or may even potentiate the action of MAO 
inhibitors. Thus, in patients who have been receiving MAO inhibitors, ELAVIL should be instituted cautiously after the 
effects of the MAO inhibitors have been dissipated. No evidence of drug-induced jaundice, agranulocytosis, or extrapyra- 
midal symptoms has been noted. Side effects with ELAVIL are seldom a problem and are not serious. They are dosage- 
related and have been readily reversible. Side effects (drowsiness, dizziness, nausea, excitement, hypotension, fine 
tremor, jitteriness, headache, heartburn, anorexia, increased perspiration, and skin rash), when they occur, are usually 
mild. However, as with all new therapeutic agents, careful observation of patients is recommended. As with other drugs 
possessing significant anticholinergic activity, ELAVIL is contraindicated in patients with glaucoma, prostatic hypertrophy 
and urinary retention. 

SUPPLY: Tablets, 10 mg. and 25 mg., in bottles of 100 and 1000. Injection (intramuscular), in 10-cc. vials, each cc. 
containing 10 mg. amitriptyline hydrochloride, 44 mg. dextrose, 1.5 mg. methylparaben, 0.2 mg. propylparaben, and 
water for injection q.s. 


REFERENCES: 1. Ayd, F. J., Jr.: Psychosomatics 1:320, Nov.-Dec. 1960. 2. Dorfman, W.: Psychosomatics 1:153, May-June 1960. 
3. Barsa, J. A., and Saunders, J. C.: Am. J. Psychiat. 117:739, Feb. 1961. 


Before prescribing or administering ELAVIL, the physician should consult the detailed inf jon on use ing the package or available on request. 


Ms) is) MERCK SHARP & DOHME, DivisiON OF MERCK & CO., Inc., WEST POINT, PA. 


ELAVIL IS A TRADEMARK OF MERCK & CO., INC. 
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14 NEW BOOKS FOR PSYCHIATRISTS 
Chosen from Our New 1961-62 Catalog 


(Send for your copy today) 


(| SCHIZOPHRENIA: Conditional Re- (| SPEECH THERAPY IN CEREBRAL 


flex Studies. By Christian Astrup, 
Gaustad Hosp., Olso, Norway. Pub. ’61 
(Amer. Lec. Objective Psychiatry) 


|] THE NATURE OF MAN AND THE 


MEANING OF EXISTENCE. By H. 
S. Burr, Yale Univ. Pub. 62 


THE CHEMISTRY AND THERAPY 
OF BEHAVIOR DISORDERS IN 
CHILDREN. By Herbert Freed, Phil- 
adelphia, Pa. Pub. 62 (Amer. Lec. Liv- 
ing Chemistry ) 


PARENTAL ATTITUDES AND 
CHILD BEHAVIOR. Edited by John 
C. Glidewell, Washington Univ. Pub. 
61, 272 pp., 18 il., $8.50 


MENTAL PATIENTS IN TRANSI- 
TION: Steps in Hospital-Community 
Rehabilitation. Edited by Milton 
Greenblatt and Daniel J. Levinson, 
both of Harvard Med. School, and 
Gerald L. Klerman, National Institute 
of Mental Health, Pub. ’61, about 400 
pp., about 16 il. 


PSYCHOSOMATIC OBSTETRICS, 
GYNECOLOGY AND ENDOCRI- 
NOLOGY. Edited by William S. Kro- 
ger, Beverly Hills, Calif. Pub. °62 
(Amer. Lec. Gynecology and Obstet- 
rics) 


PRENATAL INFLUENCES. By M. F. 
Ashley Montagu, Princeton, N. J. Pub. 
61 


PALSY. By Merlin J. Mecham, Brig- 
ham Young Univ., Martin J. Berko, In- 
stitute of Logopedics, Wichita, and 
Frances G. Berko, Institute of Logo- 
pedics, Wichita. Pub. 60, 320 pp., 71 
il. (Amer. Lec. Speech and Hearing), 
$10.00 


PSYCHOLOGICAL EFFECTS OF 
ETHYL ALCOHOL AND CAF- 
FEINE. By Harvey Nash, Chicago, II- 
linois. Pub. 62 


THE PHYSIOLOGY OF EMOTIONS. 
Edited by Alexander Simon, Univ. Cal- 
ifornia, Charles C. Herbert, Kaiser 
Foundation Hosp., San Francisco, and 
Ruth Straus, Kaiser Foundation Hosp., 
Oakland. Pub. 61, 260 pp., 20 il., $8.50 


ANIMAL PSYCHOLOGY: A Book of 
Comparative Psychology Which Dis- 
cusses the Behaviour of Animals and 
Man. By R. H. Smythe, Examiner in 
Surgery to the Royal College of Veteri- 
nary Surgeons. Pub. ’62 


ANIMAL VISION: What Animals See. 
By R. H. Smythe. Pub. ’61, 250 pp., 229 
il., $6.50 


HOW ANIMALS TALK. By R. H. 
— Pub. 61, about 112 pp., about 
10 il. 


THE MIND OF THE DOG. By R. H. 
+ Pub. about 122 pp., about 
7 il. 


CHARLES C THOMAS e PUBLISHER e 301-327 East Lawrence Avenue @ SPRINGFIELD e ILLINOIS 
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Model SOS contains the Reiter unidirectional currents and three SedAc 
ranges as part of the single selector control. Other models available are: 
1. Model S containing only the unidirectional currents; 2..SedAc (attach- 
ment) to be used with Model S; 3. SedAc (self-powered) an independent 


Also Available— REITER MOL-AC II, another officially accepted 
instrument for AC shock therapy providing unequalled ease of op- 
eration. (Used in practically every State and Country.) And — the 
improved REITER CW-47 is still available at its former, low price. 
. Further information and literature on request. 
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REITER 
MODEL SOS 


the one instrument combining the strongest 
convulsive currents with powerful yet 
gentle sedative currents 


© exceptionally fast clinical therapeutic response 
e most efficient convulsive currents result in minimal side effects — 


apnea, thrust, confusion and treatment-génerated anxiety are 
negligible 

patients are quickly clear and bright following treatment 
difficult cases have responded to SedAc deep sleep therapy — 
powerful, deep, effective yet safe treatments are easily applied 


SedAc current establishes better transference — patients become 
communicative 


e anxious aversion to EST minimized by gentle SedAc vurrent 


one-knob, with safety lock, controls convulsive and sedative cur- 
rents 


muluple units used in many hospitals for simultaneous deep sleep 
= —with same doctor-nurse team required for one 
machine 


clinical studies have evaluated a new measurement procedure to 
determine areas of cerebral damage and the degree of malfunction 


Geis Sree the original unidirectional current electrostimulators; are 
aut 


tically backed by extensive clinical experience with over 200 references 


in literature and text-books. 
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CONTROL 


drug-induced extrapyramidal symptoms 


—permits continued ataractic therapy without interruption due to incapacitating side effects 


paralysis agitans 


—permits the patient to live a more normal life 


brand Procyclidine Hydrochloride 


clinical appraisals 


“Kemadrin has a definite place in the control and management of 
drug-induced parkinsonism.” ' 


“This appears to be [a] drug of choice in combating the akathisia 
syndrome: 57% responded favorably and lost practically ail of the 
unpleasant symptoms that characterize this condition.” * 


“... it proved a worthy addition to the therapy of parkinsonism because 
it afforded relief to many patients who had failed to respond to other 
drugs.” * 


“...Kemadrin, shows promise of definite value in the armamentarium 
of the physician in the treatment of Parkinsonism, especially in those 
Cases which have not responded to other drugs.” “ 


1. Konchegul, L.: M. Ann. D. of C. 27:405 (Aug.) 1958. 
2. Kruse, W.: Dis. Nerv. System 21:79 (Feb.) 1960. 

3. Zier, A. and Doshay, L. J.: Neurology 7:485 (July) 1957. 
4. Lerner, P. F.: J. Nerv. & Ment. Dis. 123:79 (Jan.) 1956. 


Complete literature available on request. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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in the disturbed patient... 


UNTROUBLED 
SLEEP 


NOLUDAR induces quiet sleep, even in patients 
with organic psychosis who have severe 
sleep resistance. Nighttime distortions and 
fears usually disappear; pre-sleep disorien- 
tation and agitation are reduced. NOLUDAR 
does not modify the ceG of the waking pa- 
tient nor significantly alter the tracings of 
physiologic sleep. Further, NoLUDAR does 
not depress abnormal brain-wave activity. 
To provide sound, restful sleep without sac- 
rificing safety, without prolonging awaken- 
ing time, without altering the natural sleep 
pattern, specify NOLUDAR, the non-barbitu- 
rate hypnotic. 


NOLUDAR 300 


Brand of Methyprylon 300-mg CAPSULES 


NON-BARBITURATE HYPNOTIC 


When a gentler hypnotic effect is desired, 

NOLUDAR 200 (200-mg tablets). For daytime 

sedation, NOLUDAR 50 (50-mg tablets), 
ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc. 
Nutley 10, New Jersey 
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brand of trifluoperazine 


can help you relieve anxiety, 
without causing drowsiness 


‘Stelazine’ can help you to relieve anxiety 
promptly—either in hyperactive patients or 
in withdrawn patients. It does this with an 
action that is, in one way, unusually incisive 
and direct. It causes little or no drowsiness. 


Based on his experience with other tran- 
quilizers, Winkelman! feels that the thera- 
peutic effect of ‘Stelazine’ “‘approaches the 
classic definition of ataraxia, that is, a state 
of calmness without sedation and untroubled 
by excitation in either internal or external 
environment.” 


Further Documentation 

*Ayd? states: fact that [‘Stelazine’| 
causes little fatigue or drowsiness and does 
not impair mental acuity enhances its value 
for outpatients who can continue to work, 
drive a car and so forth.” 


*Proctor and Gunn® gave ‘Stelazine’ to 40 
patients who were pieceworkers in a hosiery 
mill. They observed only one instance of 
marked drowsiness, although they had _ be- 
come accustomed to seeing ‘“‘a much higher 
incidence of this effect in patients treated 
with ataractic drugs. Moreover, |‘Stelazine’ | 
had no effect on the patients’ manual dexterity.” 
*In one study of ‘Stelazine’, Winkelman! 
found that none of his patients, most of whom 
were machine operators, reported loss of 
alertness or manual dexterity. Patients who 
had been on other tranquilizers and were 
discouraged because of lethargy and sluggish- 
ness became alert and active on changing to 
‘Stelazine’. One said that he felt as if “a 
weight was taken off my back.” 


1. Winkelman, N.W., Jr.: Some Thoughts Concerning Trifluopera- 
zine and Its Place in Ataractic Therapy, in 7rifluoperazine: Further 
Clinical and Laboratory Studies, Philadelphia, Lea & Febiger, 1959, 
pp.78-81. 

2. Ayd, F.J., Jr.: ‘Stelazine’ Therapy for the Psychosomatic Patient, 
Clin. Med. 6:387 (Mar.) 1959. 

3. Proctor, R.C., and Gunn, C.G., Jr.: Treatment of Anxiety in 
Hosiery Mill Workers, in 7rifluoperazine: Further Clinical and Labora- 
tory Studies, Philadelphia, Lea & Febiger, 1959, pp. 28-36. 


Smith Kline & French Laboratories 
leaders in psychopharmaceutical research EK 
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INDICATIONS: ‘Stelazine’ relieves anxiety, whether expressed 
as hyperactivity or as apathy. It also produces rapid response in 
many diagnostic categories, including acute and chronic schizo- 
phrenias, manic-depressive psychoses, involutional psychoses, 
chronic brain syndrome and mental deficiency. 

ADMINISTRATION AND DOSAGE: Dosage of ‘Stelazine’ 


should be adjusted to the needs of the individual. 


Because of the inherent long action of ‘Stelazine’, patients may be 
controlled on convenient b.i.d. administration; some patients may 
be maintained on once-a-day administration. 

Adult Dosage for Use in Psychiatric Practice 

oral (for office patients and outpatients with anxiety): The usual starting 
dosage is 1 mg. or 2 mg. b.i.d. In the treatment of these patients, 
it is seldom necessary to exceed 4 mg. a day. (Some patients with 
more severe disturbances, and discharged mental patients, may 
require higher dosages.) In some patients, maintenance dosage can 
be reduced to once-a-day administration. 

oral (for patients who are either hospitalized or under adequate supermsion): 
The usual starting dosage is 2 mg. to 5 mg. b.i.d. (Small or emaci- 
ated patients should always be started on the lower dosage.) 
The majority of patients will show optimum response on 15 mg. or 
20 mg. daily, although a few may require 40 mg. a day or more. 
It is important to give doses that are high enough for long enough 
periods of time—especially in chronic patients. 

Optimum therapeutic dosage levels should be reached within two 
or three weeks after the start of therapy. When maximum thera- 
peutic response is achieved, dosage may be reduced gradually to a 
satisfactory maintenance level. 

intramuscular (for prompt control of severe symptoms): The usual dosage 
is 1 mg. to 2 mg. (4-1 cc.) by deep intramuscular injection q4-6h, 
p.r.n. More than 6 mg. within 24 hours is rarely necessary. As soon 
as a satisfactory response is observed, oral medication should be 
substituted at the same dosage level or slightly higher 


Only in very exceptional cases should intramuscular dosage exceed 
10 mg. within 24 hours. Since ‘Stelazine’ has a relatively long 
duration of action, injections should not be given at intervals of 
less than 4 hours because of the possibility of an excessive cumulative 
effect. 

stelazine’ Injection has been exceptionally well tolerated; there is 
little, if any, pain and irritation at the site of injection. 

Dosage for Psychotic and Mentally Defective Children 


The dosages given below apply to children, ages 6 to 12, who are 


either hospitalized or under adequate supervision. 


oral: The starting dosage is 1 mg. administered once a day or b.i.d., 
depending on the size of the child. Dosage may be increased 
gradually until symptoms are controlled or until side effects become 
troublesome. Both the rate and the amount of dosage increases 
should be carefully adjusted to the size of the child and the severity 
of the symptoms, and the lowest effective dosage should always be 
used. Once control is achieved, it is usually possible to reduce dosage 
to a satisfactory maintenance level. 
In most cases, it is not necessary to exceed 15 mg. of ‘Stelazine’ 
daily. However, some older children with severe symptoms may 
require, and be able to tolerate, higher dosages. 
intramuscular: There has been little experience with the use of 
*Stelazine’ Injection in children. However, if it is necessary to 
achieve rapid control of severe symptoms, 1 mg. (% cc.) of 
‘Stelazine’ may be administered intramuscularly once or twice a 
day, depending on the size of the child. Once control is achieved, 
usually after the first day, the oral dosage forms of ‘Stelazine’ 
should be substituted for the Injection. 
SIDE EFFECTS: In the dosage range of 2-4 mg. daily, side effects 
from ‘Stelazine’ are infrequent. When they do occur, they are 
usually slight and transitory. Mild drowsiness occurs in a small 
percentage of patients; this usually disappears after a day or two 
of ‘Stelazine’ therapy. There are occasional cases of dizziness, 
mild skin reaction, dry mouth, insomnia and fatigue; rarely, 
neuromuscular reactions (extrapyramidal symptoms) 
In hospitalized psychiatric patients receiving daily “Stelazine’ dosages 
of 10 mg. or more, clinical experience has shown that, when side 
effects occur, their appearance is usually restricted to the first two 
or three weeks of therapy. After this initial period, they appear 
infrequently, even in the course of prolonged therapy. Termination 
of ‘Stelazine’ therapy because of side effects is rarely necessary. 
Side effects observed include dizziness, muscular weakness, extra- 
yramidal symptoms, anorexia, rash, lactation and blurred vision. 
Jrowsiness has occurred, but has been transient, usually disappear- 
ing in a day or two. 
Extrapyramidal Symptoms 
These symptoms are seen in a significant number of hospitalized 
mental patients receiving ‘Stelazine’. They may be characterized 
by akathisia, be of the dystonic type, or they may resemble 
parkinsonism. 
akathisia: Some patients may experience an initial transient period 
of stimulation or jitteriness, chiefly characterized by motor restless- 
ness and sometimes insomnia. These patients should be reassured 
that this effect is temporary and will disappear spontaneously. The 
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dosage of ‘Stelazine’ should not be increased while these side 
effects are present. 

If this turbulent phase becomes too troublesome, the symptoms can 
be controlled by a reduction of dosage or the concomitant adminis- 
tration of phenobarbital or some other barbiturate. 

dystonias: These symptoms are rare outside of mental hospitals, 
but they may be observed occasionally in patients who have 
received ‘Stelazine’ as a mild tranquilizer. 


Symptoms may include: spasm of the neck muscles, sometimes 
progressing to torticollis; extensor rigidity of back muscles, some- 
times progressing to opisthotonos; carpopedal spasm, trismus, 
swallowing difficulty, oculogyric crisis al protrusion of the tongue. 


The onset of the dystonias may be sudden. A primary characteristic 
of these symptoms is their intermittency. They may last several 
minutes, disappear and then recur. There is typically no loss of 
consciousness and definite prodromata are usually present. Initially, 
these intermittent symptoms occur in a crescendo of intensity. Then 
as the effect of the drug wears off, the intervals between the occur- 
rence of symptoms becomes longer, and the intensity of the 
symptoms subsides. Despite their similarity to symptoms of serious 
neurological disorders, these dystonias are usually promptly revers- 
ible and need not cause undue alarm. They usually subside gradually 
within a few hours, and almost always within 24 to 48 hours, after 
the drug has been temporarily discontinued. 


Treatment is symptomatic and conservative. /n mild cases, reassur- 
ance of the patient is often sufficient therapy. Barbiturates are also 
useful. Jn moderate cases, barbiturates will usually bring rapid relief. 
The dosage and route of administration of the barbiturate used 
should be determined by the intensity of the symptoms and the 
response of the patient hh more severe adult cases, the administration 
of an anti-parkinsonism agent produces rapid, often dramatic, 
reversal of symptoms. Also, intravenous caffeine and sodium 
benzoate seems to be an effective and rapid antagonist to the 
dystonias. Jn children, reassurance and barbiturates will usually 
control symptoms. Dosage and route of administration should be 
determined according to the intensity of symptoms and response 
of patient. 

Note: It has been reported that injectable administration of 
Benadryl* may also be helpful in controlling dystonias. 
psuedo-parkinsonism: These symptoms are extremely rare outside of 
mental hospitals 

Symptoms include: mask-like facies; drooling; tremors; pillrolling 
motion; and shuffling gait. 

Reassurance and sedation are important components of effective 
therapy. In the majority of cases these symptoms are readily 
reversible when an anti-parkinsonism agent is administered con- 
comitantly with ‘Stelazine’. Occasionally it is necessary to lower 
the dosage or to temporarily discontinue the drug. 


CAUTIONS: Clinical experience has demonstrated that ‘Stela- 
zine’, a phenothiazine derivative, has a wide range of safety and 
that there is little likelihood of either blood or liver toxicity. The 
physician should be aware, however, of their possible occurrence. 


One of the results of ‘Stelazine’ therapy may be an increase in 
mental and physical activity. In some patients, this effect may not 
be desired. For example, although ‘Stelazine’ has relieved anxiety 
and, at the same time, anginal pain in some patients with angina 
pectoris, a few such patients have complained of increased pain 
while taking ‘Stelazine’. Therefore, if ‘Stelazine’ is used in angina 
patients, they should be observed carefully and, if an unfavorable 
response is noted, the drug should be withdrawn. 


Hypotension has not been a problem, but nevertheless adequate 
precautions should be taken when the drug is used in patients 
with impaired cardiovascular systems. 

The antiemetic action of ‘Stelazine’ may mask signs of overdosage 
of toxic drugs or may obscure the diagnosis of conditions such as 
intestinal obstruction and brain tumor. 

Although ‘Stelazine’ has shown very little potentiating activity, 
caution should be observed when it is used in large doses in con- 
junction with sedatives or depressants. 


CONTRAINDICATIONS: ‘Stelazine’ is contraindicated in 
comatose or greatly depressed states due to central nervous system 
depressants. 

AVAILABLE: Tablets, 1 mg. and 2 mg., in bottles of 50, 500 
and 5000. (Each tablet contains | mg. or 5 mg. of trifluoperazine, 
as the dihydrochloride.) For psychiatric patients who are hospital- 
ized or under close supervision: Tablets, 5 mg. and 10 mg., in 
bottles of 50, 1500 and 5000. (Each tablet contains 5 mg. or 10 mg. 
of trifluoperazine, as the dihydrochloride.) Injection, 10 cc. 
Multiple-dose Vials (2 mg./cc.), in boxes of 1 and 20. (Each cc. 
contains, in aqueous solution, 2 mg. of trifluoperazine, as the 
dihydrochloride, 4.75 mg. of sodium tartrate, 11.6 mg. of sodium 
biphosphate, 0.3 mg. of sodium saccharin, and 0.75% of benzyl 
alcohol as preservative. Concentrate (for hospital use), 2 fl. oz 
bottles (10 mg./cc.), in boxes of 4 and 12. (Each cc. contains 
10 mg. of trifluoperazine, as the dihydrochloride.) 


* Trademark Reg. U.S. Pat. Off.: ‘Benadryl’ for diphenhydramine 
hydrochloride, Parke-Davis. 
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Ready in October! 


An informative reassessment of .. .« 


Intelligence and Experience 


J. Hunt, University of Ilinois 


Pioneering book focuses on the shift in psycho- 
logical thinking from the concepts of ‘‘fixed intel- 
ligence’” and “predetermined development’ to 
awareness of the role experience plays in the devel- 
opment of intelligence. It reviews Harlow’s work 
on “learning sets’ and Hebb’s theorizing about 
central processes; offers the first extensive review of 
some of Jean Piaget's later work. Book indicates 
how various developments point the way to further 
investigation and to reinterpretation of key issues 
in psychology. A volume in A Psychology Series 
edited by J. MeV. Hunt. 1961. 375 pp. $8 


Personality Assessment 
Diagnosi 


Edward Bennett, formerly Tufts University 


This original study describes and applies a new 
clinical and experimental technique for eliciting 
evidence of subjective feelings by means of multi- 
ple forced-choice judgments. The resulting quanti- 
tative multidimensional profile provides rich clin- 
ical material fully open to mathematical treatment, 
constituting a much-needed bridge between the re- 
quirements of experimental and clinical psychol- 
ogists. Book applies the technique to many case 
histories and a research project. 1961. 287 pp. $8 


The Meaning and Measurement 
of Neuroticism and Anxiety 


Raymond B. Cattell and Ivan H. Scheier 
—both University of Illinois 


Practical handbook offers a clinically meaningful 
and precise description of neurosis and anxiety, 
as derived from Ceeer ratings, questionnaire 
self-reports, and objective tests. Book coordinates 
data ranging from the physiological through the 
psychological, and finally to the sociological; intro- 
duces mathematical models for more comprehensive 
diagnosis and accurate ae. A volume in A 
Psychology Series edited by J. McV. Hunt. 1961. 
535 pp. $12 


Schizophrenia 


Edited by Alfred Averback, 
University of California School of Medicine 


Sponsored by the American Psychiatric Asso- 
ciation, this important book provides an integrated 
approach to the treatment of schizophrenia. It re- 
views Russian developments in neurophysiology; 
outlines recent biochemical studies on the psycho- 
toxic blood fraction, taraxein; appraises the nar- 
coleptic drugs used in the treatment of schizophre- 
nia; etc. “An excellent reference source for every- 
one seriously concerned with seeking a_ better 
understanding of schizophrenia.’ —Psychiatric 
Quarterly. 1959. 224 pp. $6 


THE RONALD PRESS COMPANY 
15 East 26th St.. New York 10 


THERAPEUTIC INDEX 


YSOLINE? 


BRAND OF PRIMIDONE 


IN EPILEPSY 


Indications: In the control of grand mal and 
psychomotor seizures. 


Usual Dosage: Patients receiving no other 
anticonvulsants— Adults and Children 
(over 8 years): 1 tablet (0.25 Gm.) 

daily (preferably at bedtime) for 1 week. 
Increase by 1 tablet daily each week, until 
control. Dosage exceeding 2 Gm. daily 
presently not recommended. Chi/dren under 
8 years: Order of dosage same as for 
adults, but start with 1% tablet (0.125 Gm.) 
daily and increase by ' tablet daily each 
week, until control. (Where a smaller starting 
dose is required, use 50 mg. tablet.) 


Patients already receiving other anti- 
convulsants—Adults and Children 

(over 8 years): 0.25 Gm. daily, and 
gradually increased while the dosage of the 
other drug(s) is gradually decreased. 
Continued until satisfactory dosage level is 
achieved for combination, or until other 
medication is completely withdrawn. 
Children under 8 years: Initially one-half 
the adult dose, or 0.125 Gm. daily. Gradual 
increases and decreases as described in 
adult regimen. (Where a smaller starting 
dose is required, use 50 mg. tablet.) 


When therapy with ‘“‘Mysoline”’ alone is 
the objective, the transition should not be 
completed in less than two weeks. 


Precautions: Side reactions, when they 

occur, are usually mild and transient, tending 
to disappear as therapy is continued or as 
dosage is adjusted. Commonly reported side 
effects are drowsiness, ataxia, vertigo, 
anorexia, irritability, general malaise, nausea 
and vomiting. No serious irreversible toxic 
reactions have been observed. (Occasionally, 
megaloblastic anemia has been reported 

in patients on ‘‘Mysoline.’’ The condition is 
readily reversible by folic acid therapy, 

15 mg. daily, while ‘“‘Mysoline”’ is continued.) 
As with any drug used over prolonged periods 
of time, it is recommended that routine 
laboratory studies be made at regular intervals. 


Supplied: No. 3430—‘‘Mysoline”’ Tablets — 
Each scored tablet contains 0.25 Gm. (250 
mg.) of Primidone, in bottles of 100 and 
1,000. No. 3431—‘‘Mysoline’’ Tablets — 
Each scored tablet contains 50 mg. of 
Primidone, in bottles of 100 and 500. 


Also available: No. 3850 —‘‘Mysoline”’ 
Suspension — Each 5 cc. (teaspoonful) 
contains 0.25 Gm. of Primidone, in bottles 
of 8 fluidounces. 6126 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies + Large Staff 
Trained for Team Approach * Supervised Recreational Program 
Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samvel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steeie, M.D. Alfred Koenig, M.D. 
TARPON SPRINGS, FLORIDA - VICTOR 2-1811 
Approved by American Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospitals 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 


ESTABLISHED 1916 


Appalachian Hall e Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, con- 


valescence, drug and alcohol habituation. 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around climate for health and comfort. There are ample facilities for classification of patients, rooms 


single or en suite. 
Wm. Ray GrirFin, Jr., M.D. Mark A. GrirFin, Sr., M.D. 
Rosert A. Grirrin, M.D. Mark A, GrirFin, Jr., M.D. 
Fully approved by Central Inspection Board of APA. 
Accredited by Joint Commission on Accreditation of Hospitals. 
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ST. VINCENT’S HOSPITAL OF WESTCHESTER COUNTY 


240 NORTH STREET WOODBINE 7-6500 HARRISON, NEW YORK 


A voluntary non-profit institution 

providing all modern therapies for 

mental and emotional disorders in- 

cluding individual and group psy- 

chotherapy, pharmacotherapy, insu- 

lin coma and electro therapies and e ; 

facilities are being expanded for in A 

and out-patients, day care and clinic | 
service for children. Acutely ill and 
continued therapy patients admit- 

ted. Forty-five minutes from Grand 

Central Station, New York City. 


Richard D'isernia, M.D., Medical Director Reverend David Hordern, Resident Chaplain 
Timothy V. A. Kennedy, M.D., Assistant Medical Director Dorothy Wideman, M.S.S., Director of Social Service 
Elio F. Alzamora, M.D., Chief of Out-Patient Clinic Sister Dominic Marie, R.N., M.S., Director of Nursing Service 
William Chester, M.D., Chief of Medical Service Isabelle Godek, R.N., M.A., Educational Director, School of Nursing 
George F. Cassidy, Ph.D., Chief Psychologist Harriet Lavoie, 0.T.R., Director Occupational Therapy 
Sister Miriam Vincent, R.N., F.A.C.H.A., Administrator 


1220 DEWEY AVENUE WAUWATOSA 13, WISCONSIN 


A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES Be 


For information write to Department of Admissions 
Tel. No.: Bluemound 8-2600 


ESTABLISHED 1884... BOOKLET ON REQUEST 
Fully Accredited 
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THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


— s/ Frances M. King, formerly Director of the Seguin School References 
Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


The Children’s Service 


Outpatient consultation, evaluation and treat- 


aecear 6. ment for infants and children of grade school to 


SWITZER, M.D. 
DIRECTOR 18. Residential treatment for elementary grade 


children with emotional and behavior problems. 


The Menninger Clinic 


TOPEKA, KANSAS 


ENTER NEW SUBSCRIPTIONS AND 
RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY SGT, 


1270 AVENUE OF THE AMERICAS, ROOM 1817, 
New YorK 20, NEw YorK Ele Ce ts 
Enclosed herewith is $ of 
for one year's subscription to the AMERICAN 
JOURNAL OF PSYCHIATRY beginning with 


vo Psychology 


by DAVID KRECH and 
ADDRESS RICHARD S. CRUTCHFIELD 
University of California 
SIGNATURE Berkeley 

758 pages. Illus. $7.00 


Subscription $12.00 a year or by the Volume. For- . 
eign Postage $1.00 extra. Canada and South America ALFRED A. KNOPF, Publisher 
Postage $.50 extra. New Volume begins July 1961 
issue. 


College Department 
501 Madison Avenue New York 22 
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For Children with Problems 


ACADEMIC, EMOTIONAL, PERSONALITY, 
BEHAVIOR, OVERACTIVE, SPEECH, 
APHASIC, OCCUPATIONAL 
“Where Everybody Is Somebody” 

All Ages to Mature Youth. High 1.Q. children 
—also division for low 1.Q. Limited enrollment. 


OCCUPATIONAL WORK PERTAINING TO 
LIFE’S EXPERIENCE 


Fou generation orking with 
Children 


Dr. Arthur Weider, Psychologist, or in cooperation with 
personal psychiatrist, psychologist, or physician 


WATERFORD COUNTRY 
BOARDING SCHOOL & FARM 


Herbert Schacht, Dir. 
750 acres, lakes, islands. Academics 
& occupational work. All activities, sports. 
R.F.D. #1, er Hill, Connecticut 
Phone: New don, GlIbson 3-9820 


BUCKINGHAM SCHOOL 


Rita Saunders, Dir. 
Day School. Also Summer Day School & Day Camp 
Trans. all boros. Hot meals 
22 Buckingham Rd. (E. 16th =) Bklyn, N. Y. 
Adjoining Prospect Pk. BU 4-7400 


CAMP WATERFORD & FARM 
Rita Saunders, Herbert Schacht, Dirs. 

750 acres, lakes, islands, all sports. 
Farming, homemaking. Academics optional. 
R.F.D. #1, Quaker Hill, Conn. 

Phone: Nee London, Glbson 3-9820 


An advanced 
psychiatric 
Research and treatment 
clinic in suBuRBAN 
montreal. 


A fully accredited, |52 bed 

— modern psychiatric hospital 
with an integrated 

biological and dynamic 
psychotherapeutic program. 


Set amidst stately grounds, 
with planned occupational! 
and recreational therapy, for 
the patient’s comfort 

and enjoyment. 


Affiliated with the University 
of Montreal Department 

of Psychiatry, for under 

and post-graduate training 
of residents, psychologists, 
social workers and 
psychiatric nurses. 


Brochures and rates on request. 


ALBERT P PREVOST 


6555 GOUIN BOULEVARD WEST, 


A New Community-Work Experience 
for Mentally Retarded Boys 


The Training School at Vineland, N. J., since 1888 
a pioneer in training and educating the mentally 
handicapped, now offers the POST HOUSE PRO- 
GRAM~—a unique post-training resident-community 
program stressing intensive guidance & care in so- 
cial-vocational endeavor. Campus residence in new 
24-bed cottage, & where possible, work in salaried 
industrial, business, farm positions in community. 
Controlled supervision. Understanding educational 
& vocational trainers. Special privileges. Boys 18 
yrs. & up (min. 10 yr. mental level) must complete 
3-month observation-diagnostic, also apprentice- 
ship periods. Registration limited. 


For further information, write Registrar, Box N, 


THE TRAINING SCHOOL AT VINELAND, N. J. FOUNDED 1888 


MONTREAL 9, CANADA. 


ATTENTION 


Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to include 
medical students ; junior and senior internes ; 
first, second, and third year residents in train- 
ing ; and graduate students in psychology, psy- 
chiatric nursing, and psychiatric social work. 


In placing your order, please indicate issue 
with which subscription is to start. 


Send subscriptions to: 


THE AMERICAN JOURNAL OF 
PSYCHIATRY 


1270 AVENUE OF THE AMERICAS 
New YorkK 20, NEw YorRK 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy. Milieu-therapy under 
direction of trained occupational and recreational therapists. 


Accredited by Joint Commission on Accreditation of Hospitals 


Harry C. SOLOMON, M.D. PATRICK J. QuiRKE, M.D. 
Consulting Psychiatrist Medical Superintendent 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


Francis A. O'DoNNELL, M. D. RIcHARD L. Conpe, M. D. 
Rosert W. Davis, M. D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 
HOWARD W. BERG, M.D., Medical Director 


COMPTON FOUNDATION HOSPITAL 


formerly Compton Sanitarium 


820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — NE 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 


High Standards of Psychiatric Treatment Serving the Los Angeles Area 
Fully Approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


G. Burns, M.D. Heven Ristow Burns, M.D. 
Medical Director Assistant Medical Director 
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FAIR OAKS HOSPITAL 


SUMMIT, NEW JERSEY 
CRestview 7-0143 


Oscar Rozett, M.D. 
Medical Director Tuomas P. Prout, Jr. 
Epwanrp R. Duty, M.D. Administrator 
Clinical Director 


An 85 bed intensive treatment unit 
20 miles from New York City 


Certified by 
The Joint Commission on Accreditation of Hospitals 


ST. VINCENT’S A 290-bed private, non-profit, neuropsychiatric hospital, 


located in suburban St. Louis; offering all accepted psy- 
HOSPIT AL chiatric therapies and the essential diagnostic services of 
a general hospital; featuring an extensive professionally- 
Of directed Occupational Therapy program. 
Accredited By Joint Commission On Accreditation Of Hospitals 


n All psychiatric disorders Three full-time psychiatrists, 
St Louis : plus psychiatric staff of 25 


BROCHURE Active treatment geriatrics 24-hour medical service, plus 
Limited custodial care consulting staff of 29 
1:1.76 ratio ef nursing staff 
Selected cases of alcoholism to patients, including 40 RN's 


P. E. Kubitschek, M. D. Sister Juliana, R. N. 
Medical Director Owned and operated by Administrator 


ST. LOUIS mI MO. THE DAUGHTERS OF CHARITY OF ST. VINCENT DE PAUL 


CHESTNUT LODGE 


DEXTER M. BULLARD, M.D., Medical Director 
MARVIN L. ADLAND, M_.D., Clinical Director 
OTTO A. WILL, JR., M.D., Director of Psychotherapy 
DONALD L. BURNHAM, M_D., Director of Research 


CLINICAL ADMINISTRATORS 
MARTIN COOPERMAN, M_D., Senior Clinical Administrator 
FREDERICK M. BRAM, MLD. HARRY E. LeFEVER, JR., M.D. 
JOHN P. FORT, JR., M.D. DAVID N. RATNAVALE, M.D. 
JAN FOUDRAINE, M.D. MICHAEL A. WOODBURY, M.D. 


ASSOCIATES 
CHARLES A. BAKER, M.D. JOHN S. KAFKA, M.D. 
CLAY F. BARRITT, M.D. BERL D. MENDEL, M.D. 
JOHN L. CAMERON, M.D. GEORGE D. NESBITT, M.D. 
FREDERIC E. CONKLING, III, M.D. PING-NIE PAO, M.D. 
KENNETH R. GAARDER, M.D. CLARENCE G. SCHULZ, M.D. 
MILTON G. HENDLICH, M.D. HAROLD F. SEARLES, M.D. 
HARRY L. HINSON, M.D. WILHELM P. STIERLIN, M.D. 


CLINICAL PSYCHOLOGIST 
MARION I. HANDLON, Ph.D. 


INTERNISTS 
CORINNE COOPER, M.D. GEORGE SHARPE, M.D. 


ROCKVILLE MARYLAND 
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‘MYSOLINE? 


BRAND OF PRIMIDONE 


IN EPILEPSY 


CLEAR EXPRESSION OF CONTROL 


44The most important drug to be introduced in recent years... 
This is the drug of choice in the treatment of psychomotor 
epilepsy and in focal seizures, and is of particular value 
in the handling of intractable cases of grand mal epilepsy.99* 


Employed alone or in combination, intractable to maximal doses of other anti- 


“Mysoline’ exhibits dramatic effective- convulsants. Virtual freedom from toxic re- 
ness, often where epilepsy has remained actions is assured by a wide safety margin. 


*Forster, F. M.: Wisconsin M. J 58:375 (July) 1959. Literature and bibliography on request. 


fo S AYERST LABORATORIES NEW YORK 16, N. Y. » MONTREAL, CANADA 
os) **Mysoline” is available in the United States by arrangement with Imperial Chemica! industries, Ltd. 


For further details please turn to page 40 
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WHAT 


DISTINGUISHES 


DEVEREUX 


in its service to children who need remedial edu- 
cation? It furnishes — 


1. Group living and learning experience with others 
of a similar aptitude and level of development. 


2. The functioning of a multidisciplinary team with 
long experience in evaluating potential and in structur- 
ing programs in a residential setting unique in its wide 
range of homogeneous groupings. 


3. A philosophy of optimum blending of traditional 
methods with the best of the new from the frontiers of 
research. 


4. Established programs of diagnosis, treatment, re- 
search, and training soundiy based on the wide spec- 
trum of a multidisciplinary team of experts. 


Professional inquiries are invited. East Coast residents, address Charles 
J. Fowler, Director of Admissions, Devereux Schools, Devon, Pennsylvania. 
West Coast residents, address Keith A. Seaton, Registrar, Devereux Schools, 
Box 1079, Santa Barbara, California. Southwestern residents, address 
John M. Barclay, Director of Development, Devereux Schools, Box 2269, 


Victoria, Texas. 
THE 
DEVEREUX | 
FOUNDATION communities 


A nonprofit organization CAMPS 
Founded 1912 TRAINING 


Devon, Pennsylvania RESEARCH 
Santa Barbara, California 


Victoria, Texas 
HELENA T. DEVEREUX EDWARD L. FRENCH, Ph.D. 
Administrative Consultant Director 
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